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MODERN CONTRACEPTIVE TECHNI 


Have you received your copy of 


This practical manual on contraception has already proved 
invaluable to many doctors in advising their patients. 

It presents a concise and compact survey of methods 
commonly used, together with notes on methods which 
have medical approval, and also on others which are 
medically contra-indicated. If you have not yet received 

a copy, you are invited to write for one now. 


QUE? 


The case against ‘natural’ methods 


Medical opinion generally agrees 
that the practice of so-called 
“natural”’ methods of contraception 
(coitus interruptus, coitus reserva- 
tus, etc.) can have an adverse effect 
on physical and mental health. One 
of the principal reasons why these 
unreliable methods are used is the 
slight loss of sensitivity experienced 
with protectives (condoms). 


This problem has now been almost 
entirely overcome by the intro- 
duction of Durex Gossamer, anew 
kind of lubricated protective. 


* Durex Gossamer, is treated with 


Sensitol, “‘a non-wet, non-messy” 
lubricant which substantially in- 
creases the level of sensitivity. 
Samples of Durex Gossamer pro- 
tectives on request. 


LONDON RUBBER CO. LTD., Department 294, HALL LANE, LONDON, E.4 


MOTORISTS! 


9 CUT THE COST 
OF ANTIFREEZE 


Here’s complete protection against frost and 
corrosion with the same top quality and absolute 


; safety as before—all at an even lower price. 
--see how you save 
BOOTS F 
2 PINTS Made 
to the Ministry 
2 enough for many small cars of Supply Specification 
enough for most medium cars Available also in 1 pint 
cans for 4/9 and 1 gal- 
4 pnts 16/6 
equivalent to only 
per pint 
ye Supplied in FREE non-returnable cans. 


Remember — there is a special discount for 
doctors at Boots. 


Get yours now and save 
your radiator later. 


Se FOR BETTER VALUE—SHOP AT BOOTS 


When rest and tonic air are what the 
patient needs 


HASTINGS 


AND ST. 


LEONARDS 


are what the doctor might order 


Hastings is one of the nearest 
places to London that combines 
a mild climate with complete 
absence of smog, plus excellent 
hotels—and the peace and quiet a 
convalescent needs. 

A patient can hardly fail to benefit 
by (literally) a ‘breather’ at 
Hastings. There is, on average, 400 
hours more sunshine a year than in 


London. There are cleverly de- 
signed suntrap shelters on the 
Promenades. And there is a de 
lightfully relaxed feeling about 
the whole town. As aspot for 
taking it easy, Hastings is hard 
to better. 

A postcard to the P.R. 37 Bureau, 
Hastings, Sussex, wil! bring you 
more information. 
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HYPERTENSION AND THE KIDNEY 


I. CLINICAL, PATHOLOGICAL, AND FUNCTIONAL DISORDERS, ESPECIALLY IN MAN* 


BY 


W. S. PEART, M.D., F.R.C.P. 
Director of Medical Unit, St. Mary’s Hospital, London 


SPECIAL PLATE] 


I can in some part follow the dictates of the 
Goulstonian Trust, since it specifically states that 
lectures shall be given on two or three or more diseases, 
and the present subject certainly covers more than that 
number, and the main problem is to discern the 
connecting thread. To choose this subject so close to 
the recent commemorations of Richard Bright invites 
invidious comparison, especially as in 1833 he was the 
Goulstonian Lecturer, when he discussed “The 
Functions of the Abdomen and some Diagnostic Marks 
of its Disease,” and in his second lecture “ Renal 
Disease and the Changes in the Urine by which it may 
be Recognized.” It was at this time that he established 
the relation between renal disease and an enlarged 
heart. He said: “ With regard to the affection of the 
heart to which I have referred, I have occasionally 
been able to trace the gradual approach and increase of 
the hypertrophy coming on many months after the 
albuminous condition of the urine has been established ”; 
and later: ‘ But in several instances the affection has 
been hypertrophy and dilatation of the left ventricle ” 
(Osman, 1937). 


It was not until the blood-pressure was seriously 
measured later in the nineteenth century that the hyper- 
trophy was recognized as attributable to high systemic 
blood-pressure. With such recognition the argument 
subsequently has revolved round the primary or 
secondary role of the kidney in any form of hyper- 
tension. I hope to analyse some of the data so as to 
give an appreciation of the role of the kidney. In so 
doing it is necessary to be ruthlessly selective, and I 
have tried to pick out only what I consider the most 
revealing aspects and have deliberately neglected other 
interesting points of view. This field is striking for the 
way in which clinical observations have supplemented 
and, alternately, been supplemented by pathological and 
experimental ones. 

After Bright, the next major advance so far as the 
relation of the kidney to hypertension was concerned 
occurred in 1898 in the Karolinska Institute, Stockholm, 
where Tigerstedt and Bergman discovered the enzyme 
renin in extracts of the kidney, and described most of 
its important properties as a pressor substance. Their 
observations lay fallow until the next advance in 1934, 
when Goldblatt and his colleagues produced hyper- 
tension by clamping the renal artery in animals. 
Attempts to relate the last two observations and to 


*The first of two Goulstonian Lectures delivered before the 
~ College of Physicians of London on January 20 and 22, 


explain this type of experimental hypertension, and 
to correlate it with human hypertension, have occupied 
the succeeding years. There is no doubt there is one 
outstanding situation in man which gives clues as to 
one function of the kidney in hypertension, and that 
is unilateral renal disease, for this is the main curable 
form of renal hypertension, and this especially applies 
to unilateral renal-artery obstruction. 


Types of Renal Disease 


First I wish to look at the pathological and histo- 
logical changes which occur in the kidney in association 
with hypertension to see if there is any pattern which 
might help us in seeing why it is that certain diseases 
are associated and others not. There is such a wide 
variety that it is pointless merely to consider all the 
conditions without seeking for the common factor. 
Thus we have to be able to associate acute and chronic 


- glomerulonephritis, pyelonephritis, polyarteritis nodosa, 


polycystic disease, Kimmelstiel-Wilson kidney, 
irradiation nephritis, and renal—artery stenosis, and to 
explain why not all cases of pyelonephritis, or tubercle, 
or hydronephrosis, or polyarteritis nodosa affecting the 
kidney, have hypertension, and why the renal failure 
associated with acute glomerulonephritis seems different 
in its effects on blood-pressure compared with acute 
tubular necrosis. 


Failure of Excretion 


I would next like to consider the proposition that 
failure of renal excretion may be concerned in human 
hypertension, and to contrast acute glomerulonephritis 
with acute tubular necrosis. It is not widely appreciated 
that in man it is possible to have quite gross renal 
failure without a rise in blood-pressure in the presence 
of tubular necrosis alone. The best examples of this 
occur in abortions induced by introducing soap into the 
uterus, but it is common after hypotensive episodes 
produced in a variety of ways—as, for example, by 
post-partum or concealed accidental haemorrhage. 
Table I shows the findings in four typical cases to 
illustrate the point. It can be seen that even where 
the blood-pressure was high before anuria developed 
(case T. W.) there is no further rise despite the presence 
of gross renal failure. In all these cases the blood-urea 
level rose steadily and the figures of blood-pressure 
given represent the main range, and, while in two of 
the patients (McG. and C.) there were occasionally 
higher readings, they were very occasional. In the 
series reported by Bull et al. (1956) only two out of 
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eight patients with anuria following an abortion had 
hypertension. In cases of concealed accidental 
haemorrhage in pregnancy it is common for “ toxaemia ” 


Taste I.—Blood-pressure in Anuria due to Tubular Necrosis 


| , : Duration mm. lood Urea 
Patient | Diagnosis | (ays) |- (mg. per 
Start End 100 mi.) 
D.B. ..| Abortion | 14 | 13030 | 124/75 600 
McG. .. “ 12 120/70 | 13070 450 
(occasional readings 
up to 150 90) 
Cc. “ Toxaemia 27 11070 | 12060 800 
and concealed) (occasional readings 
| haemorrhage up to 150 90) 
T. W. .. | Aortogram 20 210 90 | 180'90 400 
(210/90 before aorto- 
gram) 


to have been present with some hypertension before- 
hand, and these patients often remained hypertensive 
(Bull et al., 1955). Where renal cortical necrosis is 
found hypertension is very common. However, the 
point that anuria with failure of renal excretion will 
occur without hypertension in man seems convincingly 
made. In patients with similar degrees of renal failure 
due to acute glomerulonephritis hypertension is almost 
always present. 

Now what is the histological difference between these 
two kidneys? In the tubular necrosis of abortion the 
glomeruli are strikingly preserved amidst damaged 
tubules, whereas in glomerulonephritis the glomeruli, 
of course, are damaged in addition, usually, to the 
tubules. Could it be that the distribution of blood to the 
cortex, and particularly the intimate distribution around 
the glomeruli, is quite different? Histologically, in 
tubular necrosis one would think that the glomeruli 
and the neighbouring tissues would have a reasonable 
blood-supply. Is this area, then, one of importance in 
providing renal tissue which has some antihypertensive 
action, and in glomerulonephritis is this antihypertensive 
action lost ?—or is it that in damage to the glomeruli 
a pressor substance is formed in response to the blood- 
flow impairment? As the question of distribution and 
rates of blood-flow through the kidney in these 
conditions cannot be satisfactorily answered at present, 
these questions will also have to remain unanswered. 
The clues here may well lie beyond the histological, 
since some structures which may look histologically 
normal can be behaving in a very abnormal way, and 
apparent damage histologically may not necessarily be 
reflected in gross functional change. A former registrar 
at St. Mary’s Hospital, Mahomed (Pickering, 1955), 
observed that hypertension would often precede the 
appearance of proteinuria in acute glomerulonephritis, 
suggesting that some functional effects of the injury in 
this disease precede the external evidence of them. 


Irradiation Nephritis 


This point leads naturally to another interesting 
condition which has been recently recognized—namely, 
irradiation nephritis. While the effects of x-rays on 
the kidneys have been known for a long time, their 
association with hypertension is a relatively recent 
discovery, and the experimental production of the 
condition in animals (Hartman ef al., 1926, 1927; 
O'Hare et al., 1926) allowed further investigation. The 
successive realization that this condition is produced in 
man during irradiation of the upper abdomen, 


particularly for metastases for seminoma of the testis, 
brought it into fuil prominence (Dean and Abels, 1944 ; 


Luxton, 1953). The cases usually described present the 
histological picture reproduced in Special Plate Fig. 1, 
where the characteristic fibrinoid necrosis in the arteries 
is well shown. There is usually much interstitial fibrosis 
and acute necrosis in glomeruli. It is natural to wonder 
whether ischaemia is playing a role in this kidney, but 
the observations of Wilson et al. (1958) are of very 
great importance in interpreting what happens in the 
kidney. 

Stimulated by their observation in one fatal case of 
irradiation nephritis that the renal histology showed 
much less change than is described above, these authors 
studied the situation further by experiments in the rat. 
The most important point that emerged was that the 
rat can develop high blood-pressure before there are 
any histological changes in the kidney. This brings 
changes of function, perhaps of a metabolic type, to 
the fore, though it would, of course, be of interest to 
know if there were any actual blood-flow changes in 
the kidney at this stage. 


Tumours of the Kidney 


It might be expected that, if there were a structure in 
the kidney that produced a pressor substance, occasion il 
examples of hyperplasia or malignant disease wou'd 
provide opportunities for an excess of such a substance 
to be produced, as occurs in other organs. There is 
only one tumour which is commonly associated with 
hypertension, and this is the Wilms type of nephro- 
blastoma. This association was first pointed out by 
Bradley and Pincoffs (1938) and has been confirmed 
by Cox and Smellie (1955-6). While it has been thought 
that interference with the blood supply to the kidney 
may be responsible, it is surprising that a hypernephroma 
is not especially associated, and, further, in one of 
Bradley and Pincoff’s cases hypertension disappeared 
on removal of the tumour, only to return with growth 
of metastases six months later. An open mind on this 
question is still necessary. 


Pyelonephritis 


I now wish to pass over many conditions—such as 
polyarteritis nodosa, Kimmelstiel-Wilson kidney, and 
tubercle—which are associated with hypertension, and 
to say merely that obstruction to the arterial circulation 
in the kidney appears to be present in all, so that I can 
give more attention to pyelonephritis, since this has 
raised the greatest controversy in the field of renal 
hypertension. In 1944 Goldring and Chasis said that 
they did not believe there was a greater association of 
pyelonephritis with hypertension than with normal 
blood-pressure, and quoted much evidence in support. 
On the other hand, there is evidence from others, and 
especially pathologists, to show a high association of 
these two conditions, and often of unilateral pyelone- 
phritis (Longcope, 1937; Weiss and Parker, 1939). It 
is likely that these discrepancies are due to selection 
of patients, and it seems impossible to refute the idea 
that there is such a connexion in many patients, and 
that the real problem is why some patients have 
hypertension while others do not. Kincaid-Smith (1955) 
has made the valuable suggestion that the real basis of 
difference is the partial to complete arterial obstruction 
in those pyelonephritic kidneys associated with hyper- 
tension. She believes this leads to the areas of partial 
infarction described by Fahr (1934). As will be seen 
later, these areas of partial infarction, which occur in 
other diseases than pyelonephritis, are often associated 
with hypertension. 
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One further trouble which falls to the pathologist is, 
of course, the adequate diagnosis of pyelonephritis, and 
there is no doubt there is real difficulty with small 
shrunken kidneys in deciding how much is due to 
arterial obstruction and how much to old inflammatory 
change. That the disease need not affect all of one 
kidney and yet be responsible for the hypertension is 
shown in various case reports (DeCamp and Birchall, 
1958 ; case W. F., Table II of the present paper). Since 
mention has been made of the partial infarct of the 
kidney in pyelonephritis, it is well to illustrate the 
similarity where an arterial obstruction is known to be 
present. Special Plate Fig. 2 shows a renal biopsy 
from a patient aged 19 years who had had an aberrant 
renal artery tied off during lithotomy and who 
subsequently developed a fluctuant hypertension. The 
section shows the typical atrophic tubules and the 
healthy-looking glomeruli. This illustrates the difficulty 
in trying to correlate the histological picture with the 
function of the kidney in relation to hypertension, since 
earlier the point was made that in tubular necrosis with 
anuria and without hypertension the glomeruli were 
usually spared and the tubules appeared damaged. This 
apparently only means that we are not aware of the 
precise functions of the kidney and that histology gives 
only an approximate idea. 


Reduction of Blood Supply 

Since diminution in blood-supply to the kidney in 
whole or in part is suggested by many of these 
pathological conditions, it leads naturally to a 
consideration of the relation between blood-flow in the 
kidney and hypertension. Over the past twenty years 
this has really resolved itself into a conflict between 
Homer Smith and his colleagues as physiologists on 
the one hand, and Goldblatt and his colleagues as 
pathologists on the other. I think it can be seen that 


this difference of outlook does depend in part on the - 


sort of patients studied and the methods of study. 
Initially Goldblatt, impressed by the appearance of 
arterial disease and narrowing in the kidneys of patients 
with high blood-pressure when he examined them under 
the microscope, was led to perform with his colleagues 
in 1934 their “memorable experiment.” The success 
of this experiment of constriction to the renal artery 
lent support to Goldblatt’s view that most hypertension 
was of renal origin and due to diminution in blood- 
flow to the kidney. Against this Homer Smith, who 
was responsible for the introduction of the clearance 
techniques for the study of renal blood-flow indirectly, 
took the position that hypertension itself caused changes 
in the blood-flow to the kidney of a secondary nature, 
and that there was really no convincing proof that a 
primary reduction in renal blood-flow led to hyper- 
tension. There is no doubt that, using the techniques 
of inulin and diodone or para-aminohippurate (P.A.H.) 
clearance in most types of human hypertension, there 
are changes in the values. Smith and his colleagues 
showed that the early change in most forms of hyper- 
tension was a reduction in the maximum capacity of 
the tubules to excrete diodone. In more severe cases 
the renal plasma-flow (diodone or P.A.H. clearance) 
was reduced, and only in the severest of cases was the 
glomerular filtration rate (inulin clearance) reduced 
(see Smith, 1951, for references). 

One should always keep an open mind about indirect 
measurements of any function, and when one considers 
that on this sort of finding Smith and his colleagues 
suggested that in hypertension the efferent arteriole 


from the glomerulus was constricted more than the 
afferent, and that subsequently Gémez (1951), using the 
same data, suggested that in reality the afferent was 
constricted more than the efferent, then acceptance of 
the conclusions must be reserved. Goldblatt has always 
been impressed by the organic arteriolar changes in the 
kidney, but up to the present it may well have been 
that he was studying well-developed varieties of long- 
standing disease. We should therefore turn to evidence 
from renal biopsies; and Saltz et al. (1957) have 
provided such evidence with biopsies taken during the 
course of sympathectomy in the treatment of hyper- 
tension. They say that in early hypertension there is 
very little arteriolar change to be seen, and that this 
enters only with the more severe forms of hypertension. 
In other words, there is a measure of support for Homer 
Smith’s view, though it would have been of great 
interest to know what the renal blood-flows were in 
these patients. 

A further point used in favour of a non-organic 
constriction in the renal blood-vessels in early hyper- 
tension is that provided by Bradley et al. (1945). They 
showed that pyrexia induced by administering a pyrogen 
to man caused a renal hyperaemia. This therefore 
suggested that the renal blood-vessels were capable of 
dilatation and were not organically narrowed. This is 
not good evidence, since it is not necessary to suppose 
that the blood-vessels in the kidney are completely 
rigid, but merely that there could be narrowing due to 
organic change in addition to all the other factors which 
control the state of contraction and thickness of the 
arteriolar wall. The position may be summarized by 
saying that hypertension can exist without any obvious 
disease in the renal arteries, but this does not mean that 
such disease, when present, may not lead to hypertension. 


Stenosis of the Renal Artery 

The preceding paragraph leads naturally to a 
consideration of renal-artery stenosis, which has come 
into prominence recently as a cause of human hyper- 
tension. This is the most interesting demonstration of 
a curable unilateral renal disease in man and is, of 
course, directly analogous to the experiments of Goldblatt 
and his colleagues (1934). The reported causes of renal- _ 
artery obstruction have varied from a hydatid cyst 
(Davson, 1941) to muscular hypertrophy (DeCamp 
and Birchall, 1958), but by far the commonest cause is 
atheromatous change in the renal artery, usually close 
to its origin from the aorta. The disease may be 
bilateral. The type of disease which leads to obstruction 
in the renal arteries is sometimes more extensive, and 
thrombosis in the lower abdominal aorta spreading up 
to involve the renal origin is not uncommon (Leriche 
syndrome). An example of this is shown in Special 
Plate Fig. 3. It is worth bringing into prominence again 
the histological changes which may occur in the kidney 
beyond the constriction. Special Plate Fig. 4 shows a 
characteristic partial infarct in a patient with severe 
hypertension resulting from renal-artery stenosis. The 
histological changes described are not a consequence of 
the higher blood-pressure which exists in these patients, 
and this is shown in Special Plate Figs. 5 and 6 (patient 
W. F., Table ID). Fig. 5 shows the characteristic partial- 
infarct picture, and this tissue came from the upper 
pole of the kidney of a patient with a stenosis in the 
main renal artery supplying this area. Fig. 6 shows the 
normal histology in the lower pole, which was supplied 
by an aberrant renal artery without a stenosis. As this 


ure in 
sion il 
vou!d 
tance 
Te is 
with 
phro- 
it by 
&rmed 
pught 
dney 
‘oma 
of 
ared 
this 
h as 
and 
and 
tion | 
can 
has 
nal 
that 
of | 
mal 
ort. 
ind 
ne- | 
It | 
ion 
lea 
nd 
ve 
55) | 
of 
- 
al 
on | 
in | 
4 


1356 Dec. 19, 1959 


Taste Il.—Results of Function Tests in Patients with Various 
orms of Renal Disease 


HYPERTENSION AND THE KIDNEY 


P.A.H. 
Urine | Na | Ci | Clear- | Concen-| P.A.H 

Patient} Diagnosis (mt (mE./ | (mE. ance | tration | Extrac- 

min.) (mi./ |(mg.per tion 
} min.) | 100 mi.)} 

W.F. | Renabartery) R. 40| 60 | $2 | 242 | 236 | — 
stenosis, | L. 2-0| 50 45 95 181 % 
left side 

A.T. | Renal-artery) R. 02} 67 | 32 40 . fe 
stenosis, | L. #5 | 135 | 123 | 234 168 
right side 

H.M.| Not diag-|R. 21| 156 | 140 | 212 325 | — 
nosed; | L. O8| 136 | 111 | 155 oo | — 
left side } 

E.J. | Hydroneph-| R. 39| 64 | 48 | 236 232 | - 
rosis, left} L. 1-1} 94 59 56 187 70% 
| side | 
| 


patient had malignant hypertension, this demonstrates 
that the changes were not a consequence of this. In 
the presence of renal-artery stenosis there is not 
necessarily a marked change of this type, since in 
another patient who had a severe stenosis with marked 
reduction in blood-flow there was only slight change. 
This latter state is, of course, what is usually found 
experimentally in the kidney with a clamped renal 
artery; the hypothesis is that the clamp protects from 
the effects of the hypertension, whereas, as in the rat 
(Wilson and Byrom, 1941; Byrom and Dodson, 1949), 
the unclamped kidney develops vascular lesions. 


Recognition of the Stenosis 


There are certain features which are of special help 
in recognizing unilateral stenosis or which are associated 
with it; these are: (1) severe hypertension with no 
other demonstrable cause at any age; (2) rapid 
progression of benign to malignant phase; (3) history 
of other vascular occlusions; (4) loin pain with fever 
and leucocytosis, especially in the presence of a source 
of emboli; (5) polyuria and proteinuria; and 
(6) murmur over abdomen. Some of these points have 
been considered by Perera and Haelig (1952). It should 
be stressed that the condition is to be suspected in severe 
hypertension at any age if there is no other ready 
explanation, and especially if there is any disparity in 
size between the two kidneys (Hodson, 1957). The 
common occurrence of malignant hypertension is 
especially to be noted, and cases have been reported 
from the age of 6 months upwards. The change in the 
course of benign hypertension observed over years is 
often to be recognized and emerges in the history. For 
example, a patient aged 45 years had angina pectoris 
with shortness of breath on exertion. This passed off, 
and two years later he developed typical cardiac asthma 
with dimness of vision due to severe retinal changes. 
He had stenosis of a renal artery (case W.F., Special 
Plate Fig. 5). This also serves to illustrate a third point, 
that a history of other vascular occlusions is helpful— 
in this case angina, but in another case a man who had 
had intermittent claudication since he was a youth and 
who abruptly developed cardiac asthma with severe 
hypertension at the age of fifty. This case was an 
example of Leriche’s syndrome with, in addition, partial 
occlusion of the renal artery (Special Plate Fig. 3). The 
state of the femoral arteries therefore becomes a matter 
of clinical importance. The malignant phase in these 
patients is often precipitated by a renal-artery thrombosis 
announced by an attack of loin pain, which may last 
for some days and which is associated with fever and 
a leucocytosis. If there is a source of emboli in the 
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heart, then this should be especially borne in mind, 
and if this diagnosis is made it should represent an 
indication for immediate operation. 

Now, there is a rarity which I have not personally seen 
but which figures in four case reports (Deming, 1954; 
DeCamp and Birchall, 1958; @ster, 1947; Margolin 
et al., 1957) in association with renal-artery stenosis, 
and that is polyuria. Large volumes of urine of lower 
than usual specific gravity are passed. Unfortunately 
there are few further details of the composition of the 
urine. In any case, this seems to be an effect exerted 
on the normal kidney, and clearly it raises the possibility 
of some humoral effect, since removal of the affected 
kidney led to a normal urinary output in all these 
cases, and even to the disappearance of proteinuria. 
Intensive study of this situation in future cases would 
help to throw some light on the mechanism of the 
hypertension. 

Finally, I would like to emphasize a lesson which 
I have learnt personally from my colleagues the vascular 
surgeons—namely, to auscultate over arteries. In this 
way it is often possible to pick up loud systolic murmurs 
from stenosed arteries. In one patient (W. F., Special 
Plate Fig. 8) the murmur disappeared when the stenosed 
renal artery thrombosed. Such a murmur may be heard 
anywhere between the xiphisternum and the navel on 
either side of the midline, and a similar murmur lower 
down or over the femoral arteries draws attention to 
irregularitics in the arterial lumen, which are usually 
due to atheroma and may indicate a similar process at 
the mouth of a renal artery. 


Radiological Demonstration 


The demonstration, usually on intravenous pyelo- 
graphy, of the difference in size between the kidneys 
often calls attention to the possibility of a renal-artery 
stenosis. That smaller changes may also be noted has 
been emphasized by Hodson (1957). In our own cases 
we have found that aortography (see Poutasse and 
Dustan, 1957) or selective renal-artery catheterization 
has given the best results. Dr. D. Sutton carried out 
these investigations. Aortography was performed either 
by direct puncture through the back or by a catheter 
inserted upwards through the femoral artery. Selective 
catheterization of the renal arteries was carried out 
using the techniqhe of Edholm and Seldinger (1956) 
and Odman (1956) (see also Gregg, Allcock, and 
Berridge, 1957). Special Plate Fig. 3 shows the 
appearance of thrombosis in the lower abdominal aorta, 
involving the left renal artery, which was associated 
with very severe hypertension. Special Plate Fig. 7 
shows the normal appearances. on selective 
catheterization with the finer vesscls right out to the 
cortex clearly demonstrated. Special Plate Fig. 8 
illustrates a typical example of a stenosis of the renal 
artery close to its origin (see Special Plate Fig. 5 for 
histology). This patient had malignant hypertension. 
This is a typical appearance of an atheromatous block 


in the artery. 
Pyelography 

It has been shown that there is a very wide range of 
pyelographic appearances in normal subjects, and that 
it is quite possible to have appearances within the 
normal range even though defective renal function is 
present (Graber and Shackman, 1956). It has previously 
been reported that a normal pyelogram may be obtained 
in the presence of a renal-artery stenosis (Poutasse and 
Dustan. 1957), and Special Plate Fig. 9 shows a beautiful 
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example of this. On the right side a very clear 
pyelogram is shown, and any suspicion would be 
directed to the left side. However, Special Plate Fig. 10 
shows the renal arteriogram with a severe stenosis and 
dilatation beyond. Further studies of this patient 
revealed a very marked reduction in blood-flow to the 
kidney (A. T., Table II). The post-stenotic dilatation 
shown is often present, but is not yet explained. 


Renal Function 


The next important aspect of renal-artery stenosis, 
which probably applies to the obstruction of smaller 
arteries and arterioles within the kidney itself also, is 
the effect on function. Earlier, Goldring and his 
colleagues made some rather sweeping statements about 
the rarity of unilateral differences in renal function with 
hypertension (Goldring and Chasis, 1944). This position 
was surely due to selection of cases, since most 
subsequent workers have found that studies of bilateral 
function by clearance techniques with ureteric catheters 
in place can show differences. Graber and Shackman 
(1956) produced a careful study in which they showed 
that nephrectomy might have a successful outcome if 
the renal plasma flow and glomerular filtration rate 
were low on one side and normal on the other. How- 
ever, further studies have been made, especially by 
Connor et al. (1957), who utilized the observations made 
by White (1950) in the dog. This worker showed that 
constricting the renal artery led to a reduction in urine 
flow associated with a fall in sodium concentration. 
Such observations on urine flow have been made before 
by Richards and Plant (1922), and on urine flow and 
sodium excretion by Sclkurt (1951). Connor and his 
colleagues claimed that unless this reiation of a low 
flow and lowered sodium concentration on the affected 
side were present, nephrectomy would not be successful 
in relieving the hypertension. 

Some of our own results on function are shown ih 
Table II, where the measurements of urine flow refer 
to equal times of collection from ureteric catheters in 
both sides, during which time there was no leak into 
the bladder so that total urine flow is measured. 
P.A.H. clearance was measured during a similar period. 
P.A.H. extraction was measured by collecting 
simultaneously arterial and renal vein samples. It can 
be seen in the first two cases, both of which had severe 
stenosis of the renal artery, that the urine flow and 
sodium concentration on the affected side are both 
lowered. I would immediately like to contrast this with 
the findings in the last case (E. J.), in which there is 
a big difference in the urine flow on the two sides, but 
the sodium concentration is higher where the urine flow 
is lower. This patient had a hydronephrosis on the 
affected side associated with mild hypertension. 

To show that the findings do not apply only to blocks 
in the main renal artery, consideration of patient H. M. 
will be helpful. On arteriography in this case no 
blockage of the renal artery was visible, but function 
studies revealed a lowered sodium concentration on 
the side of low flow, so that these findings bear out 
those of Connor and his colleagues; but we have not 
yet enough experience to comment on the prognostic 
value after removal of the kidney.* 


*The fall in blood-pressure post-operatively in patients W. F. 
and A. T (Table Ll) is shown below. 


Patient W. F.: mm. Hg Patient A.T.: mm. Hg 
Initial (29/10/58) 260 / 160 Initial 
Nephrectomy (22/5/59) 220/140 Renal oss 250/140 
Final (13/10/59) 140 /90 endarterectomy 


Final (20/10/59) 160/90 


It will be observed that the chloride concentration 
follows that of sodium precisely. The P.A.H. clearances 
are low on the abnormal sides in all these examples ; 
but it is worth pointing out that these observations 
contain the probable answer to the paradox of the 
excellent pyelogram on the abnormal side. Consider 
patient A. T. Despite the low flow on the left side, 
the P.A.H. concentration was much higher than on the 
normal right side. As diodone is treated similarly to 
P.A.H. by the tubules it is not surprising that the 
pyelogram should give such an intense shadow. 
Information obtained by extraction ratios across the 
kidney is not great, but a high extraction ratio (see 
patient W.F.) does not imply a normal kidney, since, 
if the flow is low enough, presumably the tubules left 
are capable of extracting the P.A.H. satisfactorily. 


Operation 
When operation is decided on, the question of which 


procedure should be used arises. Poutasse and Dustan 
(1957) recommend that nephrectomy should be 


200 200 


200 200 00 
100 100 100 
aorta renal 
DiaGRaM_ 1.—Direct measurement of aortic and 


pressure in mm. Hg) at operation in a patient (W.F.) with 
renal-artery stenosis. The top tracings are before, the bottom 
tracings after, thromboendarterectomy. 


performed if there is much evidence of atrophy and 
reduced function. However, before that or any other 
step is.decided on, the situation at operation must be 
assessed. It is especially important to measure the 
pressure across the stenosis. If it is intended to do any 
reconstructive surgery it is imperative, since if there is 
no fall in pressure it 
is pointless to go 
farther. Diagram 1 
shows the fall in 
pressure the 


artery distal to a 
stenosis (patient 
W. F.), and it can be 
seen that this is 
excision ot graft 


about 50 mm. Hg stenosi 
before endarter- 


ectomy, and that it 
is reduced, but not 
returned to normal, 


after operation. 
Whether an _ abso- 
lute minimum fall 
in pressure will be 
required before an 
operation is considered necessary, only further 
experience will decide. It should be noted from this 
figure that there was still hypertension beyond the 
stenosis before and after the operation. This may mean 


graft 


DiaGRaM 2.—Treatment of renal- 
artery stenosis. 
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that reconstructive surgery is pointless. The importance 
of this pressure measurement may be illustrated by 
patient P. P. with malignant hypertension, whose 
arteriogram is shown in Special Plate Fig. 11. The 
Stenosis in the left renal artery was excised and 
anastomosis to the aorta performed without pressure 
measurements. Special Plate Fig. 12 shows the renal 
histology. Fibrinoid necroses were present in this 
kidney, which suggests that the fall in pressure_across 
the stenosis was not great and that the operation\was 
unnecessary. 
Procedures 

The type of operation depends on the local condition, 
and Diagram 2 illustrates some common approaches to 
the problem. Nephrectomy is for the very damaged 
kidney, while the other approaches are there to meet 
the pathological and anatomical situation. 


Post-operative Changes in Renal Function 


We have had the opportunity of studying the 
immediate effects of operation in one case in which 
ureteric catheters were left in place (see Diagram 3). 
Before operation there was the usual finding of lower 
flow and sodium concentration on the stenosed side, 
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DtaGRaM 3.—Post-operative changes in renal function after relief 
of stenosis (patient A.T., Table II). Pre-operatively are shown 
comparisons of sodium concentration during successive 15-minute 
collections from both kidneys through ureteric catheters. Con- 
centration is always lower on the affected side (R). Post- 
operatively, after relief of the stenosis, with catheters in place the 
urine flow rose and the sodium concentration became much higher 
than on the normal side, even though the urine flows were of the 
same order. 


whereas after removal of the stenosis the urine flow and 
sodium concentration rose above that on the normal 
side. Further study is needed if we are to understand 
this situation. 
Results of Treatment 

It is worth considering here the results in all unilateral 
nephrectomies, since it is probably too early to give 
adequate figures for operations to relieve obstructions 
in the main renal arteries. The procedure of unilateral 


nephrectomy for hypertension fell into disrepute because 


of what might be termed a “ wave of scalpels.” Homer 
Smith (1948) raised a dissident voice and asked for 
selection of cases on good grounds and not on mere 


anomalies of pyelographic appearance. The criteria of 
cure which he demanded are: (1) definite hypertension 
must be established clearly before operation ; (2) post- 
operatively blood-pressure must be reduced to 140/ 
90 mm. or below ; (3) pressure must remain down for 
at least one year (Smith et al., 1943). Using these 
criteria he collected most of the cases appearing in the 
literature and assessed them, starting with the initial 
demonstration by Butler in 1937 that a cure was possible 
(Smith, 1956). I have divided the figures into two 
groups (Table III). It can be seen that even in the last 


TaBLe III.—Results of Unilateral Nephrectomy: Cases Collected 
from the Literature (Smith, 1956) 


Periods No. of Cases “Cures” 
1937-56 575 26% 
1948-56 333 25% 


eight years up io 1956 the cure rate stayed at 25%, 
and this is probably better than in practice, since many 
failures will not be reported. This, of course, suggests 
that more adequate means of selection for nephrectomy 
will be required, and this applies to renal-artery stenosis 
as well as any other form of unilateral renal disease. 
However, in man there are reports of cures lasting as 
long as 18 years (Goldblatt, 1958a). This author refers 
to a case of juvenile hypertension treated by 
unilateral nephrectomy in which the patient grew up 
to be a normal young woman who had three children 
and three husbands. 

A point which must be made immediately is that, as 
in the early days of nephrectomy for unilateral renal 
disease shown by pyelographic appearances, operations 
to relieve renal-artery stenosis will fall into similar 
disrepute if great care is not taken in the selection of 
cases and the correlation of function with the outcome 
of nephrectomy carefully made. To remove kidney 
tissue which is contributing some excretory function 
without being sure that it is exercising a harmful 
influence as well is bad practice. 


Points from Results 

Some interesting points that arise are that in many 
patients the high blood-pressure may fall to normal 
within 24 hours of nephrectomy and stay there. This 
suggests that, whatever the influence of the kidney in 
hypertension, in somé cases it is very easily removed. 
This is reminiscent of the hypertensive animal with the 
clipped renal artery in which a normal blood-pressure 
is re-established after removal of the kidney in the 
early weeks of hypertension (Pickering, 1945). As 
mentioned above, there may be alterations in the 
function of the opposite kidney—for example, polyuria 
and even urea excretion—which improve after removal 
of the affected kidney. This may, of course, be a 
reflection of the effects of the high blood-pressure itself. 
It adds further point to the observation that, as in the 
rat, the presence of a normal kidney is not sufficient to 
protect from the effects of an abnormal kidney. One 
striking feature in the study of renal hypertension in 
both man and animals is that many factors seem to be 
causally implicated, and it is those who subscribe to a 
unitarian view who run into difficulties. 

To emphasize these varying effects of the kidney 
I would finally like to describe the results of one of 
the most striking experiments in human hypertension 
ever made. This concerns one of the identical twins 
studied by Murray et al. (1958), in whom a transplanted 
kidney relieved the high blood-pressure while the two 
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abnormal kidneys were still present. The blood-pressure 
fell progressively after the transplant, and subsequent 
removal of the two abnormal kidneys led to no further 
fall in blood-pressure. It is difficult to visualize that 
this transplanted kidney was destroying a circulating 
vasoconstrictor, and it certainly was capable of restoring 
the excretory situation in the recipient to normal. 
However, Hume (1958) has reported a case with a 
similar transplant in which the blood-pressure did not 
fall until the two abnormal kidneys were removed. 
This suggests most strongly that we have to expect a 
wide variety of situations, different from patient to 
patient, as an explanation for the prevailing level of 
blood-pressure, and in man no full analysis has been 
given of any one situation. 

[The second Goulstonian Lecture, together with a 
list of references, will appear in our next issue.] 


A “POLYOMA” VIRUS DERIVED FROM 
A MOUSE LEUKAEMIA 
BY 
G. NEGRONI, M.D. 
R. DOURMASHKIN, M.D. 
AND 


F. C. CHESTERMAN, M.B., B.S., M.LBiol. 
Division of Experimental Biology and Virology, Imperial 
Cancer Research Fund, Mill Hill, London, N.W.7 


[With SPECIAL PLATE] 


Stewart and her colleagues (Stewart, Ecdy, Gochenour, 
et al., 1957; Stewart, Eddy, Haas, and Borgese, 1957 ; 
Eddy, Stewart, and Touchette, 1958; Eddy, Stewart, 
Young, and Mider, 1958 ; Stewart, Eddy, and Borgese, 
1958; Stewart and Eddy, 1959) isolated a filterable 
agent and found it to produce a wide variety of tumours 
when inoculated parenterally into very young mice, 
hamsters, and rats. This “ polyoma” virus was present 
in extracts of induced mouse parotid-gland tumours and 
in spontaneous leukaemias, and multiplied in cultures 
of monkey kidney or mouse-embryo cells. The virus 
was cytopathogenic for the cultures, resisted heating to 
56° C., was insensitive to ether, and haemagglutinating 
for guinea-pig, rat, and human Group O cells at 
+4° C., but not at room temperature. 


Tissue-culture Studies 


A virus with very similar properties has now been 
isolated by us. It was derived from the spleen of a male 
AK mouse with spontaneous lymphocytic leukaemia, by 
inoculation of the cells into replicate, seven-day-old 
cultures of trypsinized embryos from C3H or C57 mice. 
The cells were grown in roller tubes in a medium 
comprising lactalbumin hydrolysate, calf serum, and 
Hanks’s salt solution (with added antibiotics). After seven 
days cytopathic changes were observed in some cultures, 
and cell-free media from such cultures were used to 
infect fresh embryo cells. The cytopathic changes 
appeared within ten days of infection, and were 
characterized by rounding-up of the cells and a 
degeneration of their nuclei, which was particularly 
apparent in Feulgen-stained preparations. 

The fluids from these cultures infected fresh mouse 
embryo cultures at a dilution of 10°, and the infectivity 


was not reduced by centrifugation followed by filtration 
through bacteria-tight sintered glass filters. Like the 
Stewart polyoma agent, this virus agglutinates guinea- 
pig erythrocytes at +4° C, is heat- and ether-resistant, 
and its infectivity for cell cultures is neutralized by 
rabbit antivirus antiserum. 


— Infection of Mice and Hamsters 


Cell-free media from infected cultures in which 
cell degeneration was pronounced were inoculated 
parenterally into newborn C3H mice and into golden 
hamsters up to five days of age. Within 28 days the 
hamsters died or were killed, and were found to have 
blood-stained peritoneal effusions and haemorrhagic 
lesions in the liver, uterus, and lungs, and multifocal 
sarcomas of the kidney and heart and sometimes of the 
liver. Emboli were present in the lungs and thrombi 
in the liver, and the vascular endotheliuin showed a 
general hyperplasia. Some of the animals died within 
14 days in an apparent acute stage of the disease. These 
all showed typical haemorrhagic lesions and less 
frequently had tumours, though they had all been 
inoculated by the intraperitoneal route with cell-free 
medium from infected cultures. 

There was a characteristic dwarfism in mice, which 
Stewart and her colleagues have also noted. Other 
animals had kidney sarcomas, and one female mouse 
killed 80 days after inoculation had multiple mammary 
carcinomas. These mammary tumours are being 
serially transplanted, and polyoma virus has been 
demonstrated by passage in tissue culture. Very young 
rats can also be infected with this virus, but, in general, 
lesions can be produced more consistently in hamsters 
than in mice or rats. 

Control cultures of mouse embryo cells have never 
shown cytopathic changes, and neither the medium nor 
the cells produce tumours or the other lesions 
characteristic of polyoma virus after inoculation into 
mice and hamsters. 

Cell-free extracts of the hamster tumours are not 
infective for newborn or adult hamsters. However, 
some polyoma virus must be present in these tumours, 
for the cell-free extracts produce cytopathic effects in 
mouse-embryo cell cultures and the cell-free medium 
from such cultures again produces haemorrhagic lesions 
and tumours in hamsters. The function of the culture 
in augmenting either the quantity or the virulence of the 
virus is being studied. 

These hamster kidney sarcomas have been successfully 
transplanted subcutaneously into both male and female 
hamsters, and to date are in their tenth passage. The 
tumours develop at the site of inoculation, but 
grow progressively only in a proportion of the animals 
inoculated. In the first passage tumours grew in 11 out 
of 16 hamsters implanted, and ia the second passage, 
from a rapidly growing tumour, in 7 out of 10. 
However, as the hamsters are bred in a closed colony 
and not by brother-sister mating, it is not surprising 
that some of the tumours tend to regress. The tumour- 
bearing animals do not develop metastases, and no 
haemorrhagic lesions have been observed. The virus is 
still present in the tumour, however, and may be 
demonstrated by the reculture of cell-free extracts in 
the way already described. 

Cell cultures of these hamster kidney tumours have 
also been established, and these cells liberate virus into 
the culture medium. The cells, too, retain their 
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malignant properties and will grow progressively in a 
proportion of the hamsters into which they have been 
implanted. 


Electron-microscopy of Infected Cells 


Electron-microscopic studies have been made of 
tissue-culture cells infected with virus from a number 
of different sources: from the hamster kidney tumour, 
from one of the induced mouse mammary carcinomas, 
and from a (Gross) virus-induced leukaemia in a C3H 
mouse. Cells from cultures which showed typical 
cytopathic changes were collected after trypsinization, 
fixed with osmic acid, embedded in methacrylate, and 
sectioned in the usual way. The controls comprised 
uninfected cultures subsequently treated in the same 
way. 

Independent of the source of the agent, the nuclei of 
the infected cells were found to contain particles ranging 
in size from 30 mp to 40 mp, round or slightly oval in 
shape and at times appearing to possess a less dense 
centre. Some cells had enormous nuclei filled with 
myriads of such particles which had completely replaced 
the normal structure. Occasional packed nuclei were 
seen to have an incomplete membrane as though the 
nucleus had burst. The cytoplasmic structure in such 
cells was not so abnormal as to suggest that the 
dissolution of the nuclear membrane was an artifact 
of fixation or inclusion. 

The cytoplasm of infected cells also contained 
electron-dense particles, but there were far fewer 
particles in the cytcplasm than in the nucleus in the 
cells studied. Moreover, some of these particles were 
50-60 mp in diameter, and differed from _ the 
intranuclear particles in having an external membrane 
surrounding a central body ; the latter closely resembled 
the intranuclear particle. Examples were found 
in which the cytoplasmic particles appeared to be 
embedded in the cell membrane or in the membrane of 
cytoplasmic vacuoles. However, extracellular particles 
were also seen which were identical with those in the 
nuclei. No particles corresponding to those described 
above have yet been seen in control cultures, and we 
infer that the particles are associated with infectivity. 

The dimensions of the intranuclear particles 
correspond to those given by Kahler ef al. (1959) for 
polyoma virus in purified preparations. Similar 
intranuclear particles have been seen by Banfield er al. 
(1959) in thin sections of cells from cultures infected 
with polyoma virus. Extracellular virus-like particles 
have also been described by McCulloch ef al. (1959) in 
some parotid-gland tumours that arose in Swiss mice 
after the inoculation of an agent derived from a C3H 
mouse mammary carcinoma. 

We are trying to correlate the high infectivity of the 
medium from infected cultures with the number and 
type of particle found by electron-microscopy. We are 
also studying the developmental cycle of the virus in 
the cell, and, despite the apparent low yield of virus in 
the hamster tumours, are searching for characteristic 
particles in the tumour cells. 


Summary 
A virus, which we have called ““ M.H. polyoma,” with 
properties similar to Stewart and Eddy’s “ polyoma ™ 
virus has been isolated in tissue culture from the spleen 
of a leukaemic AK mouse. When inoculated into 
suckling imice, rats, and hamsters, the virus produced 
a variety of tumours and other lesions. Some of these 


VIRUS DERIVED FROM MOUSE LEUKAEMIA 


tumours—renal sarcomata in hamsters and a mouse 
mammary carcinoma—were serially transplantable. In 
the hamster tumours the presence of the virus was only 
revealed by infecting tissue cultures of mouse-embryo 
fibroblasts. Electron-microscopy of infected tissue 
cultures showed many particles 30-40 my in diameter 
in the cell nuclei, and fewer, larger particles, with 
external membranes, in the cytoplasm. 


The authors would like to thank Dr. R. J. C. Harris, 
Head of the Division of Experimenta! Biology and Virology. 
for his advice and encouragement. 
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LYMPHADENOGRAPHY: ITS USES IN 
HAEMATOLOGY 
BY 
B. MALAMOS 
S. D. MOULOPOULOS 
AND 
A. SARKAS 


From the Department of Clinical Therapeutics, University 
of Athens 


(WitH SPECIAL PLATE] 


Lymphangiography by direct injection of contrast media 
into the lymphatics was performed as early as 1932 by 
Shdanow and by Menkes, but the idea remained unused 
clinically for 20 years, until Kinmonth (1952) described 
how a colloidal dye ‘injected subcutaneously is picked up 
by the local lymph vessels, which thus become visible 
and can be surgically exposed for the introduction of 
an Opaque medium and subsequent radiography. This 
technique was later improved upon by Kinmonth and 
co-workers so _ that the clinical application § of 
lymphangiography became a relatively easy procedure 
(Kinmonth and Taylor, 1954, 1955). Kinmonth’s team 
used the new method to investigate mainly disorders of 
the lymphatics (Kinmonth and Taylor, 1957). 

Microlymphangiography and stereolymphangiography 
are but two examples of recent interest in this field 
(Bellman and Odén, 1957; Odén et al., 1958), which, 
however, tends to refer chiefly to lymphatic vessels, as 
its name also implies. No work that we are aware of 
has utilized Kinmonth’s technique in order to study the 
radiological findings from lymph glands (lymphadeno- 
graphy) in haematological diseases known to affect the 
lymphatic system. 

The purpose of the present investigation was to 
visualize by radiography not simply the lymph vessels 
but mainly the lymph glands in several haematological 
diseases. 
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W. S. PEART: HYPERTENSION AND THE KIDNEY 


Fic. 1.—Irradiation nephritis. Fibrinoid necrosis in walls of Fic. 2.—Partial infarct due to tyin ’ 
renal arteries. (x 300.) Note atrophic tubules with normal glomeruli. 


Fic. 3.—Aortogram of patient with thrombosis of lower Fic. 4.—Partial infarct due to renal-artery occlusion by 
abdominal aorta which extended up to involve origin of left aortic thrombosis, in man with Leriche syndrome and 
renal artery, seen to be smali compared with right. we er oor severe hypertension. Note atrophic tubules with normal 
of left kidney shows it to be much smaller than right. .» aorta ; glomeruli. (x 100.) 


R.A., renal artery; R.K., right kidney; L.K., left kidney. 


Fic. 5.—Partial infarct 
from upper pole of 
kidney with renal-artery 
stenosis due to athero- 
matous plaque. (Patient 
W.F., Fig. 8.) (x94. 


Fic. 6.—Normal renal 
from lower 
pole of same kidney as 
Fig. 5, which was sup- 
plied by an aberrant 
artery. In renal biopsy 
material the tubules 
have a_ characteristic 
fluffy appearance which 
is quite normal. (x 94.) 


aberrant renal 
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W. S. PEART: HYPERTENSION 


—Normal right renal arteriogram obtained by selective 
catheterization. Fine vessels can be seen right out to cortex. 
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AND THE KIDNEY 


Fic. 10.—Selective renal arteriogram showing stenosis at 
origin due to atheromatous plaque with dilatation beyond. 
Tip of catheter abuts on plaque at mouth of artery. 


Aortogram ‘of patient with renal-artery stenosis beyond 


origin of left renal artery. Right kidney and its artery were 


Selective renal arteriogram showing stenosis at origin 
of a artery with dilatation beyond. 


Tip of catheter abuts 
on atheromatous plaque at mouth of artery. 


potters ‘on right and obscure picture on 


however, the abnormal one. 


small. A., aorta; R.A., renal artery; S., stenosis. 


Fic. 12.—Renal — of kidney shown in Fig. 11. 

Fibrinoid necroses are seen in three vessels on left-hand 

side of glomerulus at top of figure. A., arterioles showing 
fibrinoid necrosis; G., glomerulus. (x 100.) 
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uninfected control culture. Fic. 2.—Cell with intranuclear particles. The nuclear membrane is 
( 22,750.) incomplete. (x 32,500.) 


‘ Fic. 3.—Intranuclear particles, some of which have a less dense Fic. 4.—Cytoplasmic particles with external membrane. 
d centre. (X91,000.) Some particles are situated on the cell membrane. 
(x 91,000.) 
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inguinal 


Fic. 2.—Inguinal glands in 
chronic lymphocytic leuk- 
aemia. 


glands’ in Fic. 6.—Inguinal glands in lympho- Fic. 7.—Axillary 


Fie. 3. 


Inguinal glands in 


chronic myeloid leukaemia. 


lymphosarcomatosis. granuloma (Hodgkin's disease). 
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STRESS ULCERS IN STOMACH 


Fia. 2.—Case 5. 


cellular infiltration. 


Edge of acute ulcer in gents antrum 
showing recent necrosis and almost comp f 
(H. and E. x60.) 


4.—Inguinal glands in 
acute leukaemia. 


lands in lympho- 
gkin’s disease). 


te absence o 


Di 
| 
from 
| 
tube 
ingu 
sho 
3 Fia, 1.—Case 1. Section from pyloric antrum, showing typical was 
acute ulcer confined to mucosa. (H. and E. x7.5,) t 
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Material and Methods 


The method was used on 40 patients (34 males, 6 
females) aged from 19 to 87 years. Ten of them were 
used as normal controls, since they were admitted to 
hospital for other than haematological diseases and 
showed no lymph-gland enlargement. The remaining 
30 cases were suffering from lymphogranuloma (12 
cases), chronic lymphocytic leukaemia (7 cases), chronic 
myeloid Icukaemia (1 case), acute leukaemia (6 cases), 
and lymphosarcoma (4 cases). The diagnosis was 
confirmed by blood and bone-marrow examinations, 
puncture of the glands, as well as by histological 
examination of excised glands. 

The method used can be summarized as follows. The 
patient was first checked for special sensitivity against 
“urografin” solution (76%). Then 0.5 ml. of patent 
blue violet (“patentblauviolett”) in isotonic 11% 
solution was injected. The site of the injection was on 
the dorsal surface of the hand (5 cases) or foot (35 
cases). After half an hour to two hours the hypodermic 
lymph vessels had become visible as blue lines, starting 
from the injection point and mounting up to the knee 
or elbow. After local procaine hydrochloride 
anaesthesia, a small incision (0.5—1 cm.) was made and 
a lymph vessel exposed. Then, with a very fine needle, 
the opaque medium (urografin, 76% solution) was 
injected at a rate of 1 ml. per minute up to a total of 
4-6 ml. At the end of the injection the lymph glands 
of the area were seen fluoroscopically, and x-ray films 
were taken. 

In two cases a fine polyethylene catheter was inserted 
into the lymph vessel. This procedure is of importance, 
not for the above diagnostic injection of opaque 
medium, but for eventual therapeutic injections into the 
vessels. 


The normal radiographic appearance of the inguinal 
or axillary glands after injection of an opaque medium 
into a lymph vessel of the foot or hand respectively 
is shown in Special Plate Fig. 1. The small size, the 
regular contour, and the equal density of the shadow 
all over the gland can be regarded as the main features 
of its normal appearance. In older patients the contour 
of the gland may on occasion not be so regular, though 
the other characteristics remain normal. Two cases of 
tuberculosis of the glands of the neck showed normal 
inguinal glands. 

All 30 cases with neoplastic haematological diseases 
showed abnormal x-ray films of the lymph glands. In 
fact, 20 of these cases showed an irregular distribution 
of the density within the gland. Twenty-one cases had 
an irregular contour with defects at the border of the 
gland shadow. In 15 cases the defects were multiple, 
so that the gland had a “ worm-eaten” appearance. 
These changes were observed on the examined inguinal 
or axillary glands (Special Plate, Figs. 2-7), even when 
these glands were not enlarged on palpation. The 
method gave positive results even in cases without 
abnormally enlarged lymph glands in any accessible 
gland group of the body. On the other hand, it should 
be noted that acute leukaemia and lymphogranuloma 
showed the most marked changes; however, the 
difference was only quantitative, and in our cases there 
was no definite sign that could differentiate with 
certainty between these malignant haematological 
diseases. 


B 


Lymphadenography is a new method that can help in 
the diagnosis of certain diseases which affect the lymph 
glands. The main use of the method is to help distinguish 
between benign and malignant lymph-gland diseases. In 
normal cases the glands are small, with regular contour 
and equal density. In malignant diseases they may be 
larger, but they are irregularly outlined, often with one 
or multiple defects at the border of their shadow, a 
“worm-eaten ” appearance, and an unequal density in 
several parts of the gland. 

Up to now this method has not given any false- 
positive or false-negative results. Attention should be 
paid, however, to aged patients, in whom the gland 
contour can be found irregular in normal cases. It is 
of interest that a positive result can be obtained even 
if the glands are not considered abnormal on palpation. 
Such a positive result was thus obtained in two cases 
with splanchnic lymphogranuloma, without any 
peripheral-gland enlargement. In cases without peri- 
pheral-gland signs and without conclusive blood findings, 
lymphadenography can be regarded as of particular 
importance in establishing the diagnosis. On the other 
hand, the method cannot help in differentiating with 
certainty between several malignant haematological 
diseases, as was hoped (Fischer, 1957). Some difference 
was observed in cases of acute leukaemia and lympho- 
granuloma, where the changes were more marked than 
in the other cases studied in our series. 

No side-effects were observed during the application 
of this method, except a transient pain felt by a few 
patients during the injection of the opaque medium. 

Catheterization of the lymph vessels is a difficult 
procedure, and was achieved in only two cases. It is 
mentioned only because it may prove helpful in local 
therapeutic applications—that is, for direct injection of 
drugs into the lymph vessels and the lymph nodes of 
the area. 

Summary 

The radiographic visualization of the inguinal and 
axillary lymph glands was obtained in 10 patients with 
no lymph-gland enlargement and in 30 with diseases 
involving the lymphatic system. 

Characteristic changes were observed in all cases with 
malignant haematological diseases, such as leukaemia, 
lymphogranuloma, and lymphosarcoma. It is suggested 
that the method could be of great help in cases lacking 
apparent involvement of the peripheral lymph glands. 

Lymphadenography cannot as yet differentiate with 
certainty between leukaemias, lymphogranuloma, and 
lymphosarcoma. 

There are no important side-effects in the clinical 
application of lymphadenography. 
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Acute peptic ulceration resulting from a period of 
intense stress was probably first noted by Curling, who 
in 1842 described acute ulceration of the duodenum 
occurring after burns. The same alarming sequence has 
since then been reported after injury to the abdomen 
(Gray, 1945), nervous system (Opper and Zimmerman, 
1938 ; Globus and Ralston, 1951), and bones (Merendino 
et al., 1945; Wangensteen ef al., 1945), as well as after 
surgical operations (McDonnell and McCloskey, 1953 ; 
Lane Roberts, 1954), particularly those on the heart 
(Berkowitz et al., 1957). 


In this paper are presented six examples of acute 
gastric erosions developing after exposure to various 
forms of stress in previously eupeptic patients, none of 
whom had been receiving salicylate treatment. All were 
fatal, five with haemorrhage, and in all cases post- 
mortem examination seemed satisfactorily to exclude 
pre-existing peptic ulceration. Four of the cases were 
encountered within the past year. Our purpose here 
is to recall attention to the stress ulcer, to the fact 
that it can cause unheralded and massive gastric 
haemorrhage, and to suggest that prophylaxis is justified 
despite the apparent rarity of the condition. 


Case Reports 


Case 1.—A 78-year-old retired labourer was admitted 
with a fractured left femoral neck after a drunken fall. 
This was treated by the insertion of a nail-plate. He 
developed apparent bronchopneumonia, and then on the 
eleventh post-operative day he passed a melaena stool. His 
haemoglobin was 5.6 g. per 100 ml., and he was forthwith 
given 3 pints (1.7 1.) of packed cells. Three days later he 
passed another melaena stool, soon after which he became 
severely shocked ; 4 pints (2.3 1.) of blood was transfused 
and an emergency laparotomy performed. At operation 
the gut was found to be full of blood ; the duodenum was 
opened in preparation for a Polya-type partial gastrectomy. 
and an acute ulcer was seen on the posterior wall of the 
first part. After the gastrectomy his pulmonary condition 
became worse, and he died three weeks later. 

At necropsy pulmonary embolism secondary to 
thrombosis of the femoral veins was found to be the 
principal cause of death; there was no sign of peptic 
ulceration or fibrosis in the residual stomach. Examination 
of the resected sleeve of stomach revealed about ten shallow 
ulcers in the pyloric antrum, the largest being 0.5 cm. in 
diameter. Each was acute and confined to the mucosa; 
little cellular infiltration was present and there was no 
evidence of healing (Special Plate, Fig. 1). The ulcers can 
thus be regarded as being somewhere between 70 and 100 
hours old. There was no sign of long-standing ulceration. 

Case 2.—An 80-year-old man, also alcoholic, was admitted 
after falling downstairs. Although not unconscious, he was 
disorientated ; neurological examination was negative apart 
from bilateral extensor plantar responses. There was no 
radiological evidence of skull fracture. Hypostatic 


pneumonia developed and he died four days later. 


Necropsy showed an old right-sided pontine haemorrhage, 
and a recent massive left-sided cerebral haemorrhage which 
had ruptured into the lateral ventricle and subarachnoid 
space. The stomach contained a small quantity of altered 
blood, and there was a small acute ulcer situated low on 
the lesser curvature. No evidence of chronic peptic 
ulceration could be found. Unfortunately, the ulcer was 
not examined histologically. 

Case 3.—A 54-year-old housewife, the mother of three 
children, had suffered from intermittent vaginal bleeding 
for two years before admission to hospital. She had never 
complained of dyspeptic symptoms. As uterine curettage 
disclosed a carcinoma of the body of the uterus, a pan- 
hysterectomy was performed. Post-operatively she required 
transfusion with 1 pint (0.6 1.) of plasma and whole blood, 
Four days after operation she vomited about 800 ml. of 
blood, and gastric aspiration continued to yield blood over 
the next three days; during this time the haemoglobin 
concentration fell from its pre-operative level of 13 g. to 
less than 7 g. per 100 ml. On the seventh post-operative 
day she became acutely shocked, with a blood-pressure of 
80/40 mm. Hg, and despite rapid transfusion of 2 pints 
(1.1 L) of blood she died. 

Necropsy revealed pelvic suppuration and generalized 
peritonitis. The stomach was distended with blood-clot, 
and there were numerous acute erosions on the mucosa of 
the anterior wall near the lesser curvature. The largest 
erosion, which measured 4 cm. in diameter, had extended 
to the serous coat and was clearly the source of the 
bleeding. Again there was no sign of chronic peptic 
ulceration. Microscopy was unsatisfactory because of 
post-mortem autolysis, but it was possible to recognize an 
acute erosion of uncertain age with little cellular reaction. 

Case 4.—An 82-year-old retired factory worker was 
brought into hospital after being found unconscious with 
dried blood about his face. He had Cheyne—Stokes 
respiration and a blood-pressure of 130/80 mm. Hg. Apart 
from bilateral extensor plantar responses there were no 
abnormal neurological findings. He failed to regain 
consciousness, and died three days after admission. 

At necropsy the stomach was full of altered blood, and 
the mucosa showed several acute erosions, with submucous 
congestion and haemorrhage. Once again no evidence of 
previous ulceration could be found. On sectioning the brain 
the anterior part of the right thalamus was seen to contain 
a small recent haemorrhage which had ruptured into the 
ventricular system. An older left-sided pontine haemorrhage 
was also noted. The ulcer was not examined histologically. 

Case 5.—A 65-year-old woman with a carcinoma of the 
urinary bladder had received radiotherapy, but haematuria 
continued. This worsened, and on admission her haemo- 
globin level was 8 g. per 100 ml. After transfusion of 
3 pints (1.7 1.) of blood a total cystectomy was performed, 
with implantation of the ureters into the pelvic colon. On 
the fifth post-operative day she vomited altered blood and 
collapsed suddenly with signs of shock. Despite attempts 
at resuscitation she died a few hours later. 

The resected urinary bladder was contracted and contained 
a sessile neoplasm on the left lateral wall. Histologically, 
this was a transitional-cell carcinoma which had extended 
through the muscularis. At necropsy the stomach was 
dilated by more than | litre of altered blood. Six mucosal 
erosions were present in the antrum, but there was no sign 
of chronic ulceration. A few small metastases were present 
in the liver. Histological examination of two of the gastric 
lesions showed that each was about 0.2 cm. diameter, 
confined to the mucosa and lamina propria, and sharply 
demarcated. There was no cellular reaction or evidence of 
healing, and the lesions were of about 24 hours’ duration 
(Special Plate, Fig. 2). 

Case 6.—A 24-year-old woman was five months pregnant 
when diplopia due to a right sixth-nerve paralysis developed. 
She had previously been well with no dyspeptic symptoms. 
Her illness progressed gradually, with the development of 
paraesthesiae in all limbs and upper motor neurone !esions 
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involving the legs, then the arms. There was also intellectual 
impairment. Lumbar puncture revealed a slightly raised 
cerebrospinal-fluid protein content and a _ lymphocytic 
pleocytosis. She was delivered of a healthy child at term, 
but there was no remission in her disease, which was 
regarded as a diffuse encephalomyelitis of unknown type. 
One month later, and four months before her death, she 
was treated with corticotrophin (A.C.T.H.), 20 units 
intramuscularly daily for six days. No steroids were given. 
Three days before death she became anorexic and febrile, 
vomited partly digested food, but did not complain of 
abdominal pain. She passed into coma and died, a year 
after the onset of her illness. 

Necropsy revealed a massive perforation of the fundus 
of the stomach some 15 cm. in diameter. This had ruptured 
through the left dome of the diaphragm, so that both 
peritoneal and left pleural cavities contained reddish-brown 
gastric contents, The remainder of the stomach and the 
duodenum were healthy, without sign of chronic ulceration. 
Multiple small foci of demyelinization were scattered 
throughout the white matter of the brain and spinal cord. 
Histological examination confirmed the presence of focal 
demyelination in the cerebrum and spinal cord. There 
was an early peritonitis and pleurisy. The gastric mucosa 
was partly autolysed, but the appearances within the wall 
of the perforated ulcer could be taken as indicating a 
duration of three to seven days. 


Discussion 


In the six cases described acute gastric ulceration 

followed cerebral haemorrhage in two, diffuse 
encephalomyelitis in one, fracture of a long bone in 
another, and operation for carcinoma in two cases. 
Peptic ulcer is a common disease: McDonnell and 
McCloskey (1953) found ulcers in 3.2% of a series of 
243 patients who came to necropsy after general surgical 
procedures, and Mears (1953) reported a_ similar 
incidence in medical cases. Stewart (1923) found active 
or healed gastric ulcer in 4.7% of a consecutive series 
of 1,500 necropsies on adults. In our six cases, however, 
there is nothing to suggest that the ulcers were not new, 
and necropsy disclosed no evidence of chronic 
ulceration. 
In five of our cases the lesions were multiple, situated 
in the pyloric antrum near the lesser curvature, 
superficial, less than | cm. in diameter, and showing no 
sign of an eroded artery. The exception was Case 6 
with its 15-cm. perforation involving the body and 
fundus of the stomach. In the four cases examined 
microscopically the ulcers showed similar histological 
features (Special Plate, Figs. 1 and 2). All were sharply 
demarcated, presenting an area of necrosis with little 
or no cellular reaction and no evidence of healing ; 
there was little or no fibrin in the ulcer area and none 
in the near-by vessels. All the ulcers were regarded 
as acute and between one and seven days old. No 
histological features are known to us that distinguish 
the stress ulcer and the acute ulcer of, say, uraemia, 
or the haemorrhagic erosion of uncertain aetiology. 
These are quite different from the subacute and chronic 
peptic ulcers, which are deep and indurated, based on 
fibrous tissue, and show cellular infiltration, fibrinous 
exudation, and endarteritis of adjacent vessels. 

Acute gastric erosions after injury to the central 
nervous system were described by Cushing (1932), who 
thought the diencephalon was the site of importance ; 
but more recently Globus and Ralston (1951) have 
Shown that all parts of the nervous system are 
equipotential in ulcer production. Indeed, they believe 


that diffuse cerebral damage is a more potent cause 
In our cases of this type the 


than is a focal lesion. 


cerebral damage was extensive rather than localized, 
and in those with haemorrhage there was rupture into 
the ventricular system. 

The connexion between fracture of a long bone and 
gastric ulceration is perhaps more difficult to under- 
stand, but Baronofsky and Wangensteen (1945) and 
Wangensteen ef al. (1945) have shown that fat embolism 
and mucosal ischaemia are important factors ; they were 
able to produce such ischaemic areas in the gastric 
mucosa of experimental animals by the injection of fat 
particles. In a series of six guinea-pigs and 52 dogs 
subjected to fractures of long bones, gastro-duodenal 
ulceration developed in 53% (Merendino et al., 1945). 
Wangensteen and his co-workers were unable to 
demonstrate any increase in gastric acidity after 
fractures either in these animals or in patients. In our 
patient we noted neither clinical nor post-mortem 
evidence of fat embolism. Other types of embolism— 
such as tumour cells or septic material—may have 
similar effects, and either could have happened in Case 
3, where fatal haematemesis followed a panhysterectomy 
complicated by pelvic sepsis; there was, however, no 
obvious evidence to suggest this. In reviewing the 
association between sepsis and peptic ulcers Guthrie 
(1942) observed that suppurative meningitis in children 
was particularly liable to give rise to such ulcers. 

Apart from vascular obstruction. by embolism, 
ischaemia of the gastric mucosa can be produced by 
prolonged hypotension, passive venous congestion, or 
a combination of both. This might explain the high 
incidence of acute gastro-duodenal ulceration following 
cardiac surgery noted by Berkowitz (1957), who found 
such ulceration in 15% of necropsies on patients dying 
after heart operations. . 

The occurrence of gastric erosions after such diverse 
forms of stress recalls the association between peptic 
ulceration and adrenocortical hormones suggested by 
Selye in 1936, and to-day the development or 
exacerbation of ulcers during steroid therapy is well 
recognized. Although there is disagreement among 
experimental workers whether or not corticotrophin and 
steroids produce increased gastric acidity (Gray ef al., 
1951; Moore, 1953; Shay, 1954; Hirschowitz et al., 
1955; Drye and Schoen, 1958 ; Zawoiski ef al., 1958), 
there can be little doubt that a more than casual 
relationship exists between adrenocortical activity and 
the production of ulcers in the upper alimentary tract, 
though the precise mechanism remains unexplained. 
Certainly the results of experimental work and observa- 
tions in patients similar to those described in this paper 
do point to a connexion between the neuro-endocrine 
system of the body and the secretory activity of the 
stomach. 

Recently Drye and Schoen (1958) in their studies on 
cortisone and gastric secretion pointed out that, though 
there is an increased gastric secretion of hydrochloric 
acid and pepsin after trauma, it is not accompanied by 
increased blood levels of adrenocortical hormones, On 
the basis of these observations they conclude that the 
action of cortisone in “cortisone ulcers” is one of 
depression of normal healing of the tiny erosions to 
which all people are subject, rather than of increased 
production of hydrochloric acid. They suggest that the 
victims of stress are usually unable to buffer their 
gastric acid by food or drink, and that this relative 
increase in acidity may contribute to the formation of 
ulcers. It would, therefore, seem a wise precaution to 
administer antacid therapy in cases of the type 
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described, and fully as justified as in those patients with 
known hyperacidity who run the risk of post-operative 
erosion of the oesophagus (Lodge, 1955). 


Summary 

The occurrence of acute peptic ulceration in six 
previously eupeptic patients is described. The gastric 
lesion followed cerebral haemorrhage in two cases, 
diffuse encephalomyelitis in one, fractured neck of 
femur in one, and operation for carcinoma in two 
others. Post-mortem examination showed no evidence 
of previous ulceration, and the acute erosions have 
therefore been accepted as examples of the so-called 
stress ulcer. Though there is ample evidence to connect 
the neuro-endocrine system of the body with the 
development of stress ulcer, the exact mode of produc- 
tion is unknown. It is suggested that antacid therapy 
merits consideration in cases where trauma, operation, 
or cerebral lesions may initiate this dangerous sequence. 


We are grateful to Professor D. M. Douglas and Professor 
A. C. Lendrum for helpful advice and criticism; to Dr. 
G. D. Malcolm for permission to publish Case 6; to Dr. 
J. A. Kirkland and Dr. R. S. Davidson for necropsy reports ; 
and to Mr. J. W. Corkhill for the illustrations. 
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The Minister of Health and the Minister of Agriculture, 
Fisheries and Food have issued jointly two codes of 
practice on the hygienic handling of meat in the retail trade 
and in course of transport. The codes, which have no 
statutory force, have two broad aims: the meat should be 
handled and transported under the best possible conditions, 
and those handling it should never through familiarity treat 
it with less care than they would expect to have been given 
to meat which they eat themselves. In addition to re- 
emphasizing the obvious requirements of hygiene, the codes 
give much common-sense advice about the construction of 
premises and their working. If all the recommendations 
are followed at least two familiar, even traditional, features 
of butchers’ shops will disappear: dogs and sawdust. 
(No. 1, Hygiene in the Retail Meat Trade; No. 2, The 
H.M.S.O., 


Hygienic Transport and Handling of Meat. 
price 9d. each.) 


HOME ON THE SECOND DAY: THE 
BRADFORD EXPERIMENT 
THE COMBINED MATERNITY SCHEME* 
BY 


G. W. THEOBALD, M.D., F.R.C.S.Ed., F.R.C.O.G. 
St. Luke’s Maternity Hospital, Bradford 


The term “ experiment ” refers to the allocation of obstetric 
beds and not to any procedures carried out on patients. 
St. Luke’s Maternity Hospital had 66 lying-in and 25 
antenatal beds with which to serve a city of 300,000 
and to provide specialized hospital care for double that 
population. The average number of confinements in 
hospital is approximately 2,800 per annum. From 
1947 to 1951 inclusive there were 71 cases of eclampsia 
and a large number of cases of pre-eclampsia in the 
hospital, and it was realized that the antenatal care 
would have to be improved. 


In 1951 a pilot scheme was, started at which most 
booked hypertensive patients were seen weekly from the 
24th week of pregnancy until delivery. This proved so 
convincingly successful that towards the end of 1954 
the hospital staff decided that all primigravidae, and 
those multigravidae who had shown any abnormality 
in previous pregnancies, and in particular either hyper- 
tension (H) or hypertension associated with proteinuria 
(HP), should be given such antenatal care. The faith 
and co-operation of Sister D. M. Holden made a start 
possible. 

The underlying philosophy of this step was that 
whereas it is impossible to affect the number of patients 
with H (two readings of 140/90 mm. Hg or above 
before the onset of labour), it is possible to delay its 
onset, to lessen its severity, and to prevent it developing 
into HP or HP+. The most important time to detect 
these changes and to prevent them from becoming 
irreversible is between the 24th and the 34th week of 
pregnancy, for after that period adverse changes are 
less likely to occur, and, in any case, the infant will be 
viable. The means at our disposal to achieve the above 
ends are (1) to control weight-gain ; (2) to detect early 
evidence of the onset of H, HP, and HP + ; and (3) to 
encourage mothers with twin pregnancies to enter the 
antenatal ward for prolonged rest, to detect and treat 
the anaemias of pregnancy (physiological anaemia is not 
recognized), and to offer as much rest as possible for 
pregnant women with heart lesions. The logical 
developments in this trend of antenatal care would be 
to offer advice to potential mothers before they became 
pregnant and to establish the fact that antenatal rest 
is far more important than postnatal rest. 


The indications laid down for immediate admission 
to the antenatal ward were: (a) blood-pressure of 
140/90 mm. Hg, or a sudden rise in blood-pressure— 
for example, from 110/70 to 135/85 mm. Hg in one 
week; (b) proteinuria; (c) bleeding per vaginam; 
(d) the sudden onset of oedema either up to the knees 


*Those with starting the above 
Local Health Authority: Dr. J. Douglas (medical officer of 
health), Dr. W. Edgar (eepaty medical officer of health), Dr. K. 
go (senior adieel officer for maternity and child welfare), 
Dr. U. Rhodes (assistant age officer for maternity and 
child > 4, Hospital staff: G. W. Theobald, Mr. G. A. 
Craig, Mr. A. C. Muir, Miss J. M. "8. Muirhead (senior registrar), 
Dr. M. W. Arthurton (paediatrician). General Practitioners: Dr. 
R. H. Sunderland (chairman, obstetric committee), Dr. J. E. 
Allan, Dr. H. R. Sparrow, Dr. J. Wright. 
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or generalized ; and (e) an increase in weight of more 
than 4 Ib. (1.8 kg.) in a week. 

The trend was away from stripping and palpating, 
and towards concentrating on measurements of blood- 
pressure, weight, haemoglobin, oedema, and proteinuria. 
It was agreed that there was no need to palpate the 
abdomen after the first thorough examination, when 
the patient was booked, until the 28th week of 
pregnancy, and then only to diagnose or exclude twins. 
The next palpation was not encouraged until the 34th to 
35th week of pregnancy, when external version could 
be performed if the foetus presented by the breech. 
Each patient brought a specimen of urine with her. 
She was weighed in her clothes, and allowed home after 
her blood-pressure had been taken, unless anything 
wrong had been detected. 

It was soon realized that there was not much purpose 
in detecting the patients who ought to be admitted if 
there were no beds for them, and that any increase in 
the number of antenatal beds would have to be at the 
expense of the lying-in beds. In spite of the fact that 
Bradford had a very low ratio of lying-in beds to 
population, the staff were so convinced of the necessity 
of increasing the number of antenatal beds that they 
took steps to increase them from 25 to 40, thus cutting 
down the lying-in beds to 51. 

They realized that this would involve either decreasing 
the number of hospital deliveries or sending a consider- 
able proportion of the patients home within 48 hours 
of delivery and that such changes would affect the 
local health authorities, not only of Bradford but of 
neighbouring boroughs, and the general practitioners. 
The Leeds Regional Hospital Board and the Bradford 
(A) Hospital Management Committee agreed to the 
plan provided it could be amicably implemented, while 
the Central Midwives Board offered no objection 
provided an adequate number of women stayed in 
hospital for 10 days so that the training of the pupil 
midwives would not be affected. The local health 
authorities had already become convinced of the 
desirability of trying such a scheme, and it remained to 
win the approbation of the general practitioners. The 
liaison committee suggested by the Ministry of Health’s 
Circular 9/56, which had its first meeting in 1956, 
afforded the desired opportunity for this purpose. In 
due course the Bradford Maternity Medical Scheme 
came into existence with the good will of all concerned. 
It consisted of two main parts, the first dealing with 
domiciliary practice and the second with hospital 
practice. 

The Domiciliary Contribution 


In a letter sent by the Bradford Obstetric Committee 
to all general practitioners in the area on January 5, 
1959, the following recommendations were made: 
(1) That the hospital standard of weekly antenatal care 
should be adopted. (2) That the practitioner should 
decide whether he would carry out the complete ante- 
natal care of his patients or whether he would like the 
local authority (a) to take blood for the various 
laboratory tests and/or (b) to make agreed supplementary 
antenatal examinations. (3) That co-operation and 
personal record cards should be used in order to 
facilitate understanding between all concerned. In the 
first the general practitioner makes it clear what 
particular arrangement he favours. In the latter, relevant 
details concerning the general health and the pregnancy 
are recorded. The patient is requested to carry it in 
her bag and show it to those to whom she may be 


referred. (4) That, in order to provide additional ante- 
natal beds, suitable patients should be sent home to the 
care of their family doctors 48 hours after delivery. 
A card, suitable for hanging in the consulting-room and 
containing the following information and suggestions, 
was sent with the letter. This part of the scheme came 
into operation on January 12, 1959. 


Contents of Card 


Indications for Booking for Hospital Delivery 
Primigravidae: 
Age .. es Over 30. 
= 18 years and under. 


Height — 4 ft. 10 in, (147 cm.) and under. 

_ ee Any reading in excess of 140/80 mm. Hg. 

Weight Any woman of “ excess weight.” 

Infertility “ Trying ” for three years or more. 
Multigravidae: 

Age .. i Any woman over 35. 

Parity Gravida-5 and over. 

Spacing 10 years plus, since last baby (8 years+ 


regarded as G.1). 

Previous Obstetric History: 

“ Toxaemia ” of any kind. 

Previous caesarean section. 

Previous mid-cavity forceps. 

Previous third-stage difficulties. 

Rhesus-negative with antibodies. 

No living issue. 

2 or more miscarriages. 
Previous Medical History: 

Heart disease. 

Tuberculosis. 

Diabetes. 

Bronchiectasis. 

Chronic nephritis and pyelonephritis. 

Thyrotoxicosis. 

Epilepsy. 

Mental instability. 

Neurological conditions. 


Operations: 


Previous vaginal repair operations. 
Orthopaedic abnormalities of pelvis, lower limbs, or spine. 

It is suggested that women who have had more than one 
premature baby should be confined in hospital and that if any 
woman goes into premature labour the midwife should be 
authorized by her doctor to send the patient into hospital 
immediately, so that the infant can be nursed in the premature 
babies’ unit. This is one of the reasons that mothers with twin 
pregnancies are admitted to hospital and are kept in for as long 
as possible before delivery. 

Women who have had more than one miscarriage following 
another might be suffering from cervical incompetence which 
could be corrected by a Shirodkar operation. 

Some multigravidae (5 and more) find it difficult to leave home 
for confinement in hospital. The staff is prepared to admit such 
women over the week-end for induction of labour. The husband 
can look after the family, and the woman herself will be sent 
home, if all goes well, within 48 hours. 

It is suggested that women who have been in labour for 12 
hours or more should either be sent to hospital or seen by a 
consultant. 

The main task of antenatal care is to detect the following 
changes: (1) a sudden rise in the blood-pressure; (2) a sudden 
onset of marked oedema; (3) an increase of more than 2 lb. 
(0.9 kg.) in weight in any one week—it was thought desirable to 
regard 2 Ib. as the critical gain in weight rather than 4 Ib. (1.8 kg.) 
(see above); (4) the presence of proteinuria. All or any of the 
above signs are indications that the woman should be referred 
immediately for investigation in the antenatal ward. 

All primigravidae and all multigravidae who had trouble in 
previous pregnancies are seen weekly in the antenatal clinic, and 
it is suggested that these patients cannot be seen too often. 

The substances which are given routinely in the hospital ante- 
natal clinic are: calciferol tablets (N.F.) 1, t.d.s., and ferrous 
sulphate compound tablets (N.F.) 1, t.d.s. 

Some patients are given stilboestrol, 5 mg. t.d.s., in the hope 
of preventing the onset of premature labour, and most patients 
with hypertension are put on reserpine. 
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To eat Not to eat 
Lean meat Anything made with flour— 
Fish (not fried) for example, cakes, bis- 
Eggs cuits, bread 
Cheese Sweets 


Green vegetables Fried foods 


Fruit (not bananas) Cereals—for example, corn- 
Starch-reduced bread or flakes, porridge, rice, sago 
“ energen " rolls. Potatoes 

Resuscitation Van.—This is being used more frequently than 
ever and is available at the request of any doctor for all emergen- 
cies before, during, and after labour. 

Liaison Between Consultants and General Practitioners —All 
doctors practising in Bradford are welcome to attend the practice 
of St. Luke’s Maternity Hospital, and doctors bringing in their 
own cases are invited to assist in their delivery. The staff of the 
hospital will be only too willing to fall in with any suggestions 
which the Bradford doctors may make to increase the existing 


liaison. 
The Hospital Contribution 

The hospital part of the scheme came into operation 
on March 16, 1958, when the antenatal beds were 
increased to 40 by the reduction of the lying-in beds 
to 5l. During the first complete year of this 
arrangement 2,898 women were delivered of 2,969 
babies, and 741 (26%) of these women were sent home 
within 48 hours to the care of their own general 
practitioners and to be visited by the domiciliary 
midwives. For some years previously, approximately 
200 women had been discharged early because of 
shortage of beds, and the calculated increase in that 
number occasioned by losing 15 lying-in beds proved 
fairly accurate. 

There were initial difficulties. Some women wanted 
to go home early, others did not. Often those thought 
fit for early discharge proved not to be, and substitution 
had to be hurriedly arranged. The rules laid down 
were that the baby had to be healthy and to weigh at 
least 64 Ib. (3 kg.), that the mother should be fit to 
move, and that the home conditions should be suitable. 

One early mistake was not to discharge the maximum 
number of suitable women on the second day because 
there seemed to be plenty of beds. A sudden large 
number of deliveries then caused patients to be sent 
home between the fourth and sixth days of the 
puerperium, thus upsetting the essence of the scheme 
that the mother should go home either on the second 
or the tenth day of the puerperium. 

When women are booked for hospital confinement 
they are now told that they may be discharged on the 
second day of the puerperium. The domiciliary mid- 
wives inspect all homes not only for the purpose of 
determining whether they are suitable for home 
confinement but also whether they are suitable for early 
discharge from hospital, and these opinions are noted 
on the patient’s chart. 

The matron, Miss G. Clayton, telephones the names 
of the women to be sent home the next day to the 
supervisor of midwives, Miss E. Entwistle, who informs 
the midwives concerned. They in turn are responsible 
for seeing that each home is ready to welcome both 
mother and baby and for informing their respective 
doctors. The success of the day-to-day working of the 
scheme has been largely due to these two ladies, who 
typify the co-operation which exists in the city between 
all those engaged in the practice of midwifery. Indeed, 
the bare bones of the tripartite administrative structure 
can be made to live only when clothed with the flesh 
of understanding and actuated by the spirit of 
co-operation. 


Results of the First Year (March 16, 1958, to 
March 15, 1959) 


Mothers.—The following figures apply until the 14th 
day of the puerperium. Of the 741 mothers discharged 
within 48 hours, three were readmitted—two because 
of secondary post-partum haemorrhage and one to the 
fever hospital because of pyrexia. 44 others required 
“ medical aid,” for the following reasons: mild pyrexia 
20, engorged breasts 9, subinvolution of uterus 5, pain 
in leg 2, headaches 2, abdominal pain 2, sleeping badly 
2, mental stress 1, boils 1. 

Babies.—Four babies were admitted to the paediatric 
wards, and the following diagnoses were made: 
subendocardial fibroelastosis, staphylococcal ophthalmia 
neonatorum, physiological jaundice, and subdural 
haematoma. These all recovered and went home. No 
baby discharged on or before the second day died 
within the first 14 days of life. 54 required “ medical 
aid ” for the following reasons: watery eyes 18, purulent 
eye 1, snuffles 7, “ mucousy”™ 3, spots 16, petechial 
rash 3, vomiting and loss of weight 3, cerebral cry 2, 
cyanotic attacks 1. 


Conclusions 


The co-operation of all concerned has made the early 
discharge of patients during the puerperium safe and 
practicable. It need hardly be mentioned that it would 
not have been feasible apart from frequent resort to 
induction of labour (over 800 times in 1958) made 
possible by the physiological oxytocin drip. 

The initial misgivings on the part of the domiciliary 
midwives disappeared when it was realized that the 
number of domiciliary confinements would not be 
affected. Further, the extra burden of the nursing care 
of the mothers discharged on the second day was largely 
carried by part-time nurses who worked under the 
supervision of the midwives concerned. The loss of the 
maternity grant by these mothers in no way prejudiced 
the scheme, though this aspect of the problem is worthy 
of consideration. 

In the English-speaking world, excluding the British 
Isles, nearly all confinements take place in hospital, and 
the mothers go home between the fourth and sixth 
days of the puerperium and receive no help either from 
midwife or health visitor. A strong section of paediatric 
opinion thinks that lactation should become established 
in one environment, and that the mother should either 
go home within 48 hours or wait until the 10th day. 
As there were over 600 emergency admissions of women 
booked for domiciliary confinement, and as some 50 
visits were made by the flying squad, it would seem 
that hospital confinement is safer. 

The danger of cross-infection, and in particular of 
the staphylococcus, caused the hospital staff in 1947 to 
encourage the mother to look after her own baby. She 
therefore does not get very much rest in hospital. Early 
discharge—and there is no reason why it should not 
take place at the end of 24 hours—disrupts home life 
as little as possible either physically or psychologically, 
and prevents healthy babies from becoming media for 
the hospital staphylococcus. 

As one of the main reasons for increasing the number 
of antenatal beds was to prevent “toxaemia,” the 
following facts are relevant. There has been only one 
maternal death in Bradford during the past seven years 
that was in any way connected with “ toxaemia,” and 
this in over 30,000 confinements. Neither mother nor 
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baby has been lost from eclampsia during the past four 
years. The perinatal mortality associated with hyper- 
tension (140/90 mm. Hg or over) in booked patients 
has been reduced to 3.6%, and that associated with all 
cases of toxaemia, booked and non-booked, to 5%. 

The Cranbrook Report .suggests that 70% of 
confinements should take place in hospital and that the 
normal stay should be 10 days. A further 70 lying-in 
beds would be required in Bradford alone to implement 
this suggestion, and the capital expenditure necessary 
throughout the Midlands and North of England would 
not be small. Neither would it be easy to obtain the 
necessary nursing staff. 

Early discharge of patients has made it possible to 
improve antenatal care in Bradford and prevent 
toxaemia. It is not fraught with danger, could be 
economical, savours of common sense, and may indicate 
the future pattern of obstetrics. It will involve 
reorientation of obstetric and paediatric thought and 
the further development of the home-help service, 
possibly on a local and part-time basis. 


Summary 

The staff of St. Luke’s Maternity Hospital, Bradford, 
became convinced that all primigravidae, together with 
those multigravidae who had shown abnormalities in 
previous pregnancies, should be seen weekly from the 
24th week of pregnancy onwards. The underlying 
philosophy of this step was that whereas it is impossible 
to affect the number of patients with hypertension it is 
possible to delay its onset, to lessen its severity, and 
usually to prevent it from becoming associated with 
proteinuria. The most important time to detect these 
changes and to prevent them from becoming irreversible 
is between the 24th and 34th weeks of pregnancy. 

It soon became evident that there was little use in 
detecting indications for admitting patients into the 
antenatal ward if no beds were available. As the total 
number of beds could not be increased it was obvious 
that the number of antenatal beds could only be 
increased by decreasing the number of lying-in beds. 
After prolonged negotiations it was agreed to increase 
the antenatal beds from 25 to 40, thus cutting down the 
number of lying-in beds to 51. This step involved 
either decreasing the number of hospital confinements 
or sending home a certain number of patients on the 
second day of the puerperium, and the laiter alternative 
was accepted by all concerned. 

During the first full year of the operation of this 
scheme, 2,898 women were delivered of 2,969 babies ; 
and 741* (26%) of these women were sent home within 
48 hours to the care of their own general practitioners 
and to be visited by the domiciliary midwives. None 
of these 741 babies was lost during the first 14 days of 
life and only four were admitted to the paediatric wards. 
Only three of these mothers were readmitted to hospital 
—two because of secondary post-partum haemorrhage 
and one to the fever hospital because of pyrexia. 

It is relevant to report that there has been only one 
maternal death in Bradford during the past seven years 
which was in any way related to toxaemia and that 


_ *Up to the end of September, 1959 (when the scheme had been 
in operation for 18 months), i,381 mothers with their babies had 
been sent home within 48 hours of delivery, and only one baby 
had died during the first 14 days of life. That was a mature 
infant, delivered spontaneously, which died from cerebral haemor- 
rhage. Those competent to judge state that this baby could not 
have been saved even if the mother had been kept in for 10 days. 


neither mother nor baby has been lost from eclampsia 
during the past four years. It may be concluded that 
the combined maternity scheme agreed between hospital 
staff, local health authorities, and general practitioners 
has made it possible to improve antenatal care and 
almost to eliminate severe pregnancy toxaemia from the 
city. It is not fraught with danger to either mother or 
child, prevents the baby from becoming a culture 
medium for the hospital staphylococcus, could be 
economical, savours of common sense, and may indicate 
the future pattern of obstetrics. It will involve 
reorientation of obstetric and paediatric thought, and 
the further development of the home-help service, 
possibly on a local and part-time basis. 


MALIGNANT HYPERTENSION AND 
HYPOKALAEMIA: CURED BY 
NEPHRECTOMY 


BY 
C. T. DOLLERY, M.B., B.Sc, M,R.C.P. 


R. SHACKMAN, F.R.CS. 
AND 


JOHN SHILLINGFORD, M.D., M.R.C.P. 

From the Departments of Medicine and Surgery, 

Hammersmith Hospital and Postgraduate Medical 
School of London 


The association of hypokalaemia and hypertension has 
attracted much attention since Conn (1955a, 1955b) 
described primary hyperaldosteronism and successfully 
‘predicted that some cases of potassium-losing renal 
disease would prove to have the same aetiology (Milne, 
1955). The early patients were found to have an 
adrenal adenoma as the source of the increased aldo- 
sterone production, but there have been subsequent 
reports of patients with hyperaldosteronism and severe 
hypertension who proved to have adrenal enlargement 
but no tumour (Holten and Petersen, 1956). The 
interpretation of the aetiological importance of the 
enlarged adrenals in these cases is difficult in view of 
the known association of adrenal hypertrophy with 
severe hypertension (Dawson, 1956). Primary renal 
disease may be responsible for potassium loss, but this 
is usually associated with acidosis (Milne et al., 1952), 
and not with alkalosis as occurs with uncomplicated 
potassium deficiency. Renal damage and pyelonephritis 
may indeed follow prolonged potassium depletion (Milne 
et al., 1957). Prunty (1957) felt that there was no good 
evidence that hypokalaemia and alkalosis could be 
caused by renal disease alone. 

The present paper concerns two patients with 
malignant hypertension and severe hypokalaemia who, 
after excision of a kidney with a narrowed artery, both 
recovered the ability to conserve potassium. 


Case 1 


The patient, a male newspaper correspondent aged 54, had 
enjoyed good health until three months before he was 
admitted to hospital. His first complaint was of headaches, 
which were particularly severe on waking. One week later, 
on account of an increase in their severity, he consulted his 
general practitioner, who found a blood-pressure of 240/ 
140 mm. Hg and noted a retinal haemorrhage in the right 
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eye. Treatment was begun with mecamylamine, at first 
20 mg. daily and later 30 mg. daily. The blood-pressure 
fell to 170/100 mm. Hg on treatment, but his clinical 
condition did not improve. He developed thirst, frequency 
of micturition, and nocturia. He had been a very active 
man, and he noticed marked lassitude and loss of appetite 
—he lost 17 Ib. (7.7 kg.) in weight. His exercise tolerance 
declined, though he was still able to undertake normal 
activity without dyspnoea. One week before admission he 
became nauseated and had several small vomits; he felt 

weak and could stand 
7 only with difficulty. 


There had been no 
change in his vision. 
There was no family 
history of hyperten- 
sion or renal disease. 

On examination he 
looked ill and showed 
signs of recent loss of 
weight. The blood- 
pressure was 260/180 
mm. Hg and the pulse 
rate 100, with regular 
rhythm. The venous 
pressure was not 
raised. The heart 
was slightly enlarged, 
and the apex beat lay 
in the fifth intercostal 
space § in. (12.5 cm.) 
from midline. 
The impulse was of 
left ventricular type. 


| At the apex there 
Fic. 1.—Case |. Left kidney with could be heard a soft 
capsule stripped, showing normal ejection murmur in 
upper pole and shrinkage below it. early systole and a 


loud atrial sound. 
There was no oedema, 
and the liver was not 
enlarged. The retinae 
showed bilateral 
papilloedema, soft 
exudates, and many 
flame-shaped haemor- 
rhages. Examination 
of the lungs revealed 
no abnormality. 
Neither kidney was 
palpable, and there 
was __ tenderness 
in the renal areas. 
Rectal examination 
revealed nothing ab- 
normal. There was 
Fio. 2.—Case |. Kidney sliced to oss of muscle power 
show normal cortex and medulla in : . 
upper pole and marked shrinkage of |" the limbs and 
both layers in remainder. trunk. The grip was 
weak. No abnormal- 
ities were detected on examination of the cranial nerves or 
the sensory system. Reflexes were all present but sluggish. 
Investigations —Haemoglobin, 17.3 g./100 ml.; white 
cells, 10,000/c.mm.; E.S.R. 12 mm. in first hour. Serum 
sodium 127, potassium 2.0, chloride 79, and bicarbonate 
31 mEq/l. Blood urea 40 mg./100 ml. Serum albumin 
2.2 g./100 ml., globulin 4.6 g./100 ml. On an unrestricted 
fluid intake and the ordinary ward diet he passed 5,270 ml. 
of urine in 24 hours, which contained 15.2 g. of protein 
and 84 mEq of potassium. After 10 hours of fluid depriva- 
tion the urine specific gravity was 1008. During the 10 hours 
he passed 2,475 ml. of urine, and the test was ended because 
of thirst. Urine culture was sterile. The chest x-ray 
examination showed slight cardiac enlargement, mainly left 
ventricular. The electrocardiogram had evidence of left 


“ ” 


ventricular hypertrophy, and there were u waves 


suggestive of hypokalaemia. On the plain radiograph of 
the abdomen the right kidney measured 14 by 6 cm. and 
the left 9 by 4.5 cm, Excretion pyelography showed that 
both kidneys concentrated the radio-opaque contrast medium 
satisfactorily, and on the right the cortex measured 28 mm. 
in thickness and on the left 13 mm. The right renal outline 
was smooth and the left lobulated. 

Treatment.—The blood-pressure was controlled initially 
by subcutaneous injections of pentolinium and later by oral 
pempidine, 30 mg. daily, but despite some reduction of 


Fic. 3.—Case 1. Main left renal artery with lumen reduced to a 
slit by fibrous tissue and thrombus. (x 17.) 


ort 


Fic. 4.—Case |. Glomeruli, which appear normal, are crowded 
together but the tubules are shrunken and evenly separated by 
fibrous tissue. (x 120.) 


pressure the retinitis progressed and papilloedema increased. 
The dietary intake was supplemented with 200 mEq of 
potassium daily for eight days. During this period the 
serum potassium rose to 4.6 mEq/l. and the serum sodium 
to 137 mEq/l. ; the urine output decreased to under 2 litres 
daily. 

Operation under General Anaesthesia—On October 23, 
1958, the patient was explored through a Morris muscle- 
cutting incision. A contracted densely adherent left kidney 
was exposed and removed without undue difficulty. The 
renal artery was very atheromatous at the line of section. 
There was no evidence of tumour in the left adrenal. 


Pathological Report 
Macroscopic (Figs. 1 and 2).—The specimen was a kidney 
85 mm. long and weighing 80 g. The upper pole was 
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supplied by an aberrant renal artery and appeared normal 
for 1.5 cm. Below this the kidney showed considerable 
shrinkage, with thinning of the cortex and medulla (cortex 
4 mm., normal 10 mm.; medulla 9 mm., normal 22 mm.). 
The capsule stripped easily. The renal artery supplying the 
shrunken area was greatly narrowed by a grossly thickened 
intima of fibrous tissue and reduplicated elastic fibres 
(Fig. 3). 

Vicroscopic.—In the upper pole the tubules and glomeruli 
were normal in appearance. The only abnormality was 
reduplication of the external elastic lamina of the arcuate 
arteries. There was no change in the interlobular arteries. 
In the shrunken part of the kidney (Fig. 4) the glomeruli 
showed occasional fibrosis but were mostly within normal 
limits. There was no thickening of the Bowman capsules. 
The convoluted tubules, however, were shrunken and evenly 
separated by an increased fibrous stroma. The lumina were 
patent. An occasional focus of lymphocytes was found. 
The interlobular arteries followed a wavy course due to 
cortical shrinkage ; the internal elastic lamina thus appeared 
slightly reduplicated. The larger arteries showed similar 
elastic reduplication to those in the uoper pole but appeared 
reduced in diameter. Conclusion: Arteriosclerosis of the 
main renal artery with incomplete infarction. 


Post-operative Course 


The patient's blood-pressure fell to normal next day 
(Fig. 5), and has remained normal, He made a rapid and 
300 uneventful recovery. 
and was discharged 
on the IiIth_post- 
operative day. His 
papilloedema re- 
gressed over the next 
four weeks, and five 
months later the 
retinae were normal. 
His serum potassium 
has remained normal 
without supplements. 
Proteinuria remained 
heavy immediately 
after operation but 
slowly decreased, and 
has almost completely 
disappeared. During 
1 1 P , convalescence the 
0 10 20 30 40 patient noticed claudi- 
DAYS cation in the right leg. 
1. and was found to 
. 
Ptfion to normal after nephrectomy. lost the arterial 
pulse distal to the 


femoral on that side. He was treated with phenindione, 
150 mg. daily, and his exercise tolerance has improved. He 
feels well and has returned to full work, which includes 
visits abroad. 


250 


#3 


BLOOD PRESSURE (mmHg) 


Operation 


Case 2 


The patient, a 56-year-old wharf-manager, had a long 
medical history. He had been known to have bilateral 
apical pulmonary tuberculosis for 17 years, and had received 
several periods of treatment. He had suffered calf- 
claudication for 10 years and bilateral gluteal claudication 
for a year. He had remained under close supervision, and 
his blood-pressure had been noted to rise from 130/ 
80 mm. Hg in 1948 to 190/95 mm. Hg in 1958, three months 
before his admission, In December, 1958, he suffered 
several small haemoptyses, and was found to have a small 
cavity in the upper lobe of the left lung. He was admitted 
to Hammersmith Hospital in January, 1959, for a further 
period of antituberculosis chemotherapy. On admission he 
complained of morning headaches for the preceding four 
days but otherwise had felt well. He had been at work, 
and had no loss of strength. There was no family history 
of hypertension or renal disease. 


found it difficult to 25 
stand out of bed 
unaided. The retinae 
showed haemorrhages, 0 
exudates, and bilateral 
_papilloedema. There ,, 
was no Rombergism, ieee 
ataxia, Or nystagmus. 2 
a 
Investigations 
Haemoglobin, 11.2 3 
g./100 ml.; packed § 3° 


On examination he was a well-built fit-looking man. His 
blood-pressure was 270/120 mm. Hg and the pulse rate 72, 
with regular rhythm. The venous pressure was not raised. 
The heart was slightly enlarged, with the apex in the fifth 
intercostal space 54 in. (14 cm.) from the midline. The 
apex beat was left ventricular in type. The first and second 
sounds were normal, with a soft atrial sound at the apex. 
The aorta could be felt to pulsate to the level of the 
umbilicus, but pulses were not palpable in the legs. A 
systolic bruit was heard over the left femoral artery. There 
was no oedema, and the liver was not enlarged. The 
retinae showed arterial narrowing and arteriovenous nipping, 
but no haemorrhages or exudates. The margin of the left 
disk was slightly blurred. 

The chest movements were restricted, and increased 
conduction of breath sounds with whispering pectoriloquy 
was present over both apices. The feet were warm despite 
the absent pulses, and there was no trophic change in the 
skin. Examination of the abdomen disclosed no 
abnormality, and rectal examination was normal. Muscle 
power was good, and all the tendon reflexes were normal. 
There were no sensory abnormalities. Examination of the 
urine disclosed heavy proteinuria but no pus cells. 

Treatment of the pulmonary tuberculosis was begun at 
once with streptomycin, 1 g. daily intramuscularly, and 
para-aminosalicylic acid, 12 g., and isoniazid, 200 mg. daily 


orally. Next day he had a small epistaxis, and complained 
of thirst and polyuria, During the following week he 
noticed progressive 


worsening of his head- 
aches and loss of 
strength, which was 
confined to the trunk 
and limb muscles. He 


° 


SERUM POTASS!UM (mEq) 


cell volume, 33.5% ; 
E.S.R. 25 mm. in the eee 
hour. Serum 6.—Case 2. Potassium balance 
sodium 137, potassium — chowing a strongly positive balance on 
2.3, chloride 87, bicar- the high intake and parallel rise in 
bonate 33, magnesium serum potassium concentration. 
1.7 mEq/l. Urea 44, 

uric acid 5.0, fasting blood sugar 72 mg./100 ml. Serum 
cholesterol 465 mg./100 ml. Salivary sodium concentration 
20, potassium 12 mEq/l. Serum proteins: albumin 2.2 g./ 
100 ml., globulin 5.1 g./100 ml. Urine culture was sterile. 
The volume of a 24-hour urine specimen was 2. litres, 
containing 22 g. of protein and 97 mEq of potassium. At 
the time of collection the serum potassium was 2.2 mEq/|I. 
and the dietary potassium intake small because of nausea 
and anorexia. Wassermann reaction and Kahn test were 
negative. On the plain radiograph of the abdomen the 
right kidney measured 15 by 6.5 cm. and the left 12 by 
5 cm. Excretion pyelography showed poor concentration 
of the radio-opaque contrast medium on the right and none 
on the left side. 

In view of the patient’s severe headaches and progressive 
retinitis treatment was begun at once with pentolinium, 
2.5 mg. six-hourly by injection. He was transferred to a 
metabolic ward and put on a diet containing 80 mEq of 
potassium and 73 mEq of sodium daily. After six days on 
this diet a 24-hour urine specimen contained 8.4 wg. of 
aldosterone (normal 4.6 to 23.5 yg. daily). 
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A retrograde pyelogram showed a normal calicea! system 
on both sides. The cortex on the left measured 11 mm. 
and on the right 24 mm. in thickness; the renal outlines 
were smooth. 

Divided renal-function studies with diodone labelled with 
"I, and surface counting, demonstrated a reduced clearance 
from the right side and none from the left. 

After the renal-function studies the total potassium intake 
was increased to 300 mEq daily. During the next six days 
the patient retained 900 mEq of potassium (Fig. 6), and the 
serum potassium rose from 2.2 to 4.4 mEq/L. 

Operation.—On February 26, under general anaesthesia, 
the left kidney was approached by a Morris muscle-cutting 
incision, It was found 
to be adherent, but 
was freed without 
difficulty. There was 
pulsation in the aorta 
but none in the left 
renal artery, which 
appeared completely 
thrombosed at the line 
of section; the vein 
was patent. 


Pathological Report 
The kidney, weigh- 
ing 115 g. and 
measuring 11 by 8 by 
3.5 cm., was removed. 
The capsule stripped 
ai aS easily, leaving a sur- 
Fro. 7.—Case 2. Left kidney with  {2¢¢ with a few coarse 
capsule stripped to show patchy fine Scars and patchy fine 
granularity of surface and a few granularity (Fig. 7). 
coarse scars. A thrombus 0.8 cm. 
in diameter was pro- 
truding from the cut 
end of the main renal 
artery. The smaller 
branches of the renal 
artery had their lumina 
reduced pinhole 
size. The main renal 
vein measured 0.5 cm. 
in diameter and was 
completely patent. 
The cut surface of 
the kidney showed a 
normal pelvis with 
increased pelvic fat. 
The renal _ papillae 
were normal, The cor- 


‘Sem tex was much reduced 
in thickness, with a 
Fia. 8.—Case 2. Kidney sliced to fairly well defined 


increased pelvic fat and 
shrunken cortex. 


show 
cortico - medullary 


boundary (Fig. 8). 

Sections of the main renal artery showed replacement 
of the lumen by (a) a crescent of long-standing fibrosis with 
recanalization, and (b) occlusion of the remaining lumen 
by organized thrombus (Fig. 9). The renal vein was normal. 

The glomeruli were crowded together; many appeared 
normal except for thickening of Bowman's capsule ; others 
were totally hyalinized (Fig. 10). The tubules were mostly 
shrunken and separated by fibrous tissue infiltrated by 
lymphocytes. The lining cells had survived. The arteries 
of the kidney were shrunken and the internal elastic lamina 
thereby reduplicated. In addition there was intimal fibrous 
endarteritis. The intensity of the renal shrinkage varied, 
and in a few areas the nephrons appeared to be 
comparatively healthy. Maximal shrinkage was seen in the 
outermost subcortical layers. 

Conclusion : The picture was one of incomplete infarction of 
the whole kidney due to obstruction of the main renal artery. 


Post-operative Course 

The blood-pressure fell after operation but not to normal 
levels (Fig. 11). In view of the severe retinitis, 14 days 
after operation treatment was begun with pempidine, 2.5 mg. 
six-hourly, but this dose had to be halved because it caused 
severe postural hypotension. Subsequently the blood- 
pressure has remained at about 190/90 mm. Hg without 
hypotensive drugs. There has been resolution of the retinitis 
apart from hard exudates, and the disks have returned to 


Fic. 9.—Case 2. Main renal artery, showing a crescent of fibrous 

tissue with recanalization and occlusion of remaining lumen by 

organized thrombus. (The semicircular slit is a fixation artifact.) 
(x 10.) 


Glomeruli are crowded and appear normal, 
ibrous tissue 


Fic. 10.--Case 2. 
but the tubules are shrunken and separated by 
infiltrated by lymphocytes. (x 120.) 


normal, The proteinuria fell from 20 g. daily before 
operation to 6 g. daily after it. The serum potassium 
concentration has remained in the normal range without 
supplements. The patient is regaining strength, and has 
been discharged home. 


Discussion 


The association of hypertension and hypokalaemia is 
of considerable importance because of the diagnostic 
difficulties to which it may give rise (Aird et al., 1956). 
In these two cases the simultaneous and abrupt onset 
of the two conditions suggested that they were related, 
and the demonstration of unilateral renal disease offered 
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the hope of surgical cure of the hypertension. Before 
operation the precise renal pathology was in doubt, 
though renal shrinkage with a normal pelvis favoured 
ischaemia. The renal potassium loss with a low serum 
level suggested a diagnosis of primary hyperaldo- 
steronism, but the presence of renal disease supported 
an alternative possibility that this disease was the 
primary cause of the failure to conserve potassium. The 
prompt reversal of the potassium-losing tendency after 
nephrectomy favoured the latter explanation. 

There are three possible mechanisms whereby 
unilateral renal ischaemia might give rise to 
250 hypokalaemia. One 
of these is loss from 
the damaged tubules 
of the ischaemic 
kidney, and the 
prompt improve- 
ment after surgery 
would support this 
view. However, loss 
from contra- 
lateral kidney, due 
either to the nephro- 
sclerosis of malig- 
nant hypertension or 
to a humoral factor 
such as secondary 
hyperaldosteronism , 
cannot be excluded. Divided renal-function studies with 
ureteric catheters were attempted to resolve this point, 
but technical difficulties rendered these studies 
inconclusive. Whatever the explanation may be, both 
patients have maintained a normal serum potassium 
since nephrectomy, which rules out a diagnosis of 
primary hyperaldosteronism. The aldosterone output 
was normal in the second case but was not determined 
in the first. It is of interest that the aldosterone 
output was high in two similar cases, one described by 
Wrong (1957) and the other by FitzGerald er al. (1957). 

Wrong’s patient was cured of both hypertension 
and hypokalaemia after subtotal adrenalectomy and 
resection of an ischaemic kidney. In the case reported 
by FitzGerald et al. cure of the potassium-losing 
tendency followed unilateral adrenalectomy, but the 
blood-pressure remained high and the patient died in 
uraemia. These cases may be examples of secondary 
hyperaldosteronism, and this explanation was proposed 
by both authors. The case of Holten and Petersen (1956) 
could be interpreted in a similar way. It is possible 
that Wrong’s case may have been similar to our own, 
because the adrenal tissue was found to be normal and 
the kidney proved to have an obstructed artery. Our 
cases do not resemble the others reported in important 
respects, notably in the apparently rapid onset, the heavy 
proteinuria, and cure without adrenalectomy. Both the 
resected kidneys showed the incomplete infarction 
(Teilinfarzierung) described by Fahr (1934): crowded 
glomeruli separated by shrunken tubules. There can be 
no doubt that the kidney lesions were the result of 
ischaemia. Doubt remains about the mechanism of the 
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Fic. 11—Case 2. Average daily 
blood-pressure showing some reduc- 
tion after operation. 


potassium loss, but, in our second case at least, it is 
unlikely that aldosterone played any part. 

The possibility of similar cases deserves to be 
considered whenever malignant hypertension and severe 
hypokalaemia occur together, because of the dramatic 
cure that may follow nephrectomy. 


Two patients have been studied who presented with 
malignant hypertension and hypokalaemia of rapid 
onset. They were found to have a continuing renal 
potassium loss despite a low serum level. Both proved 
to have unilateral obstruction of the renal artery, and 
hypertension was cured in one by nephrectomy, though 
in the other there was only slight reduction of pressure. 
The serum potassium level in both has remained normal 
since operation without supplements. The possible 
causes of the potassium loss have been discussed. 


We should like to thank the Department of Pathology 
of the Postgraduate Medical School for the pathological 
reports and the photomicrographs; and Dr. A. H. 
Gowenlock, senior lecturer in chemical pathology at 
Manchester University, who kindly determined the aldo- 
sterone output in Case 2. 
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NEPHRECTOMY IN CASES OF 
LIYPERTENSION 


BY 


J. G. YATES-BELL, F.R.C.S. 
Urological Surgeon, King’s College Hospital, London 


The possibility that hypertension might be related to 
unilateral renal disease was first suggested by Ask- 
Upmark (1929). The first case in which hypertension 
was relieved by removal of a kidney, diseased in this 
case by chronic pyelonephritis, was published by Butler 
(1937), without apparent knowledge of Ask-Upmark’s 
earlier paper. 

Braasch (1942) claimed that hypertension had been 
relieved permanently in 65 (33%) of the 198 patients 
in his series, and gave as the criterion of a cure a 
minimum period of two years’ reduction of blood- 
pressure following nephrectomy. Heritage (1943) 
presented a very thorough survey of the problem of 
hypertension and listed among the causes of the 
condition urinary obstruction and renal vascular disease. 
He concluded that investigation of a case of unexplained 
hypertension demands “a complete urological search ” 
before such procedures as_ splanchnicectomy are 
undertaken. 

The ensuing 15 years produced many papers in the 
world literature, and certain important points of 
common accord became apparent. First, the incidence 
of unilateral renal disease as a cause for hypertension 
is low. Braasch (1942) gives the figure of 4% and 
Ratliff et al. (1947) 5.5%. Secondly, only a fraction of 
these patients will prove suitable for surgery. Thirdly, 
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it is unilateral renal vascular disease that will give the 
highest percentage of cures—as, indeed, is to be expected 
from the classic experimental work of Goldblatt ef ai. 
(1934) and of Wilson and Byrom (1939). 

Many isolated cases of hypertension due to vascular 
occlusion have been separately reported. Adams and 
Newman (1958) report a cure with the interesting but 
temporary complication of hypotensive overswing. 
Gellman (1958) reports another successful case with 
renal artery occlusion, but states that success rates are 
too high and assumes that many unsuccessful cases are 
not reported. 

The largest number of cures will, however, be 
provided by cases of chronic pyelonephritis owing to 
the higher incidence of this condition (Thompson, 1957). 

Homer Smith (1956) has the most complete survey 
of the literature up to 1956; he, too, feels that failures 
may not be reported, that the 26% cure rate he extracts 
from 575 reported cases may be too high; and he is 
apprehensive of “ undue optimism.” This fear appears 
unwarranted, as the figures of successful cases in 
individual series show remarkable similarity. It is 
hoped that the presentation of these cases will help to 
lighten the gloom of Homer Smith’s concluding 
paragraphs, where he suggests that urological examina- 
tion should be carried out “ only when strong suspicion 
is raised by history, physical examination and routine 
laboratory examination... and in the face of 
widespread, diverse, uncontrolled and sometimes 
uncontrollable therapeutic experimentation, he [the 
urologist] is urged to observe every conservative 
measure in its application and interpretation. Even 
in the presence of obvious unilateral disease, nephrec- 
tomy remains an experimental procedure and subject 
to experimental error.” 

Thompson and Smithwick (1952) give 24.4% cure. 
Gershom Thompson (1957) gives 25% cure in 100 cases 
of assorted renal conditions; the figures of cure for 
atrophic pyelonephritis are much higher. 


Selection of Patients 


There is general agreement on criteria for the 
selection of patients for operation. Maitland (1952) 
lists them as follows: (1) The blood-pressure must be 
labile. (2) Intravenous pyelography should attach 
suspicion to one kidney. (3) Urine separation should 
reveal delay in indigocarmine excretion and lowered 
urea and sodium concentrations on the suspected side. 
Where the difference is slight these tests will need 
repeating more than once. The importance of 
comparing the volume of urinary secretion on the 
two sides has been emphasized recently ; sometimes 
it is shown to be much reduced on the diseased 
side in spite of normal excretion urography pictures 
and normal chemical tests. (4) Aortography, even 
by the more modern femoral route, is not without 
risk in the older group of hypertensives. Poutasse 
and Dustan (1957) suggest the following three 
indications for aortography: (a) disparity in size or 
function of the kidneys at intravenous pyelography 
(I would add also irregularity in shape), (b) the 
presence of hypertension in young people with no 
family history, and (c) hypertension which has 
suddenly become worse. 

Poutasse and Dustan performed aortography on 
104 selected patients with hypertension and found 
that 30 of them had lesions of the renal artery. 
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Nephrectomy or corrective renal artery surgery was 
performed on 19 patients with good results. 
Corrective surgery to strictured or aneurysmal renal 
arteries is giving encouraging results and will 
certainly offer more hope for a _ patient with 
contralateral renal disease. Where the remaining 
kidney is healthy, however, nephrectomy may yet 
be preferred to vascular surgery owing to the risk 
of permanent damage in the diseased kidney or 
recurrence of the vascular lesion. 

It is to be hoped that the work of Winter (1957) 
on the excretion rate of diodone ~'*'I will prove 
of great. help in the diagnosis of vascular lesions 
of the» kidney and provide a valuable guide to 
which patients merit further urological investigation 
in all cases of hypertension. 

The value of renal biopsy is by no means agreed 
upon by the various authors. In my opinion it 
is of most value where there is some doubt about 
the integrity of the supposedly healthy kidney, but 
is obviously not indicated for the healthy kidney 
when the diseased kidney has negligible function. 
Where, however, both kidneys function more or 
less equally but one is suspected, biopsy must be 
done on both. I prefer a small incision down to 
the kidney so that an adequate piece of tissue may 
be removed under vision with a glaucoma trephine 
or prostatic biopsy punch. The kidney is held 
steady with a sucker and the risk of accidental 
injury to neighbouring structures thereby avoided. 
The piece of tissue removed does not curl up when 
mounting for section, and is much preferred by 
pathologists to the pieces obtained from 
percutaneous biopsy. 

Expected nephrectomy was contraindicated in two 
patients as a result of this method of biopsy. In 
Wilson’s (1957) case a _ patient with unilateral 
contracted kidney and hypertension was found to 
have a trace of albumin in the otherwise normally 
secreting kidney, and biopsy of this showed chronic 
pyelonephritis; nephrectomy was not then carried 
out. 

The presence of hypertensive changes in the 
healthy kidney and the absence of changes in the 
diseased “ protected” kidney make interpretation of 
findings very difficult. In addition the patchy 
distribution of chronic pyelonephritis throughout a 
kidney often makes the finding of this lesion a 
chancy affair at biopsy. 


Criteria of Cure 


When the question of the requirements for a 
claim of cure are considered the greatest disagree- 
ment is apparent in the literature. Thompson and 
Smithwick (1952) require a_ diastolic pressure 
maintained under 90 mm. Hg for one year; 
Maitland (1952) requires a diastolic pressure under 
100 mm. Hg, though in subsequent writings he 
refers to a “normal” diastolic pressure maintained 
over 12 months. Homer Smith (1956) requires that 
the pressure. remains below 140/90 for at least one 
year. He rejects Kreutzmann’s (1947) two cases, 
as their last recorded pressures were 156/94 and 
170/100 respectively. Gershom Thompson (1957) 
also requires a level below 140/90 for more than 
a year to claim “good effect,” and classes as “ poor 


effect’ one of his own cases in which the level fell 
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from 230/140 to normal but which gradually increased 
after 10 years to 170/110. 

The selection empirically of 140/90 as an indication 
of cure or good result is easy, and perhaps reasonable 
as a scientific optimum, but by adhering rigidly to it 
some good results are excluded. There is no doubt that 
benefit should be claimed in more than the 26% in 575 
cases allowed by Homer Smith (1956). He fears the 
pendulum is swinging towards undue optimism, and 
deaths have been. precipitated by unwarranted 
nephrectomy. No such case has come to our notice, 
and, as Gershom Thompson states, “unless specific 
contraindications to operation can be found, it would 
appear unwise to postpone nephrectomy for fear of not 
relieving the patient of the distressing symptoms caused 
by his severe hypertension.” 

Schaffer and Markowitz (1954) feel that resistance 
to the operation is even now encountered in fairly 
sophisticated medical circles, and express the belief that 
it is exceptional for the pressure, after remaining normal 
for five to six months, to rise again. This is 
undoubtedly true, and is admitted by Homer Smith ; 
but, until more definitely established, it will be wise to 
follow these cases for 12 months and preferably longer. 

Included in my own series is a case in point (No. 9). 
An old house-surgeon of mine developed acute hyper- 
tension (200/140) in 1942 at the age of 34 and was 
gravely ill with retinal changes, etc. He had previously 
had a von Lichtenberg plastic operation performed by 
Sir John Thomson-Walker. Investigations now showed 
poor function in this kidney. At a very difficult 
nephrectomy a much shrunken and adherent kidney 
was removed and the blood-pressure fell at once to 
115/80; it remained stationary for 10 months, but rose 
to about 140/105 for the next 16 years. He is in full 
work as a pathologist and completely well. 
be rejected as a cure? It is because of this type of 
case and many similar examples that I suggest a new 
criterion for cure. 

In my earlier series (Yates-Bell, 1952) the figure of 
100 mm. Hg diastolic pressure was taken as the 
maximum permissible to claim a cure. I now, however, 
require a diastolic pressure of 90 mm. Hg for one year 
and recommend a simple additional test to be applied 
to patients who have been much relieved of their 
symptoms—namely, that if there has been a 20% 
fall in the diastolic blood-pressure for three years 
they may be included in the category of a cure. 
This will, for example, allow a patient (Case 9) 
whose diastolic blood-pressure has been reduced from 
140 to 105 mm. Hg for 17 years very reasonably 
to be included. 

To arrive at the figure of 20% as an additional 
test all the cases have been reviewed under two 
headings—a diastolic pressure of 90 mm. Hg or 
below, and 20% reduction in the diastolic pressure. 
It was found that cures with a diastolic pressure of 
90 or less corresponded almost exactly with the 20% 
fall required; this latter figure, however, very 
conveniently let in a few cases that have been cured 
for a very considerable period symptomatically but 
were excluded by what appeared to be excessively 
severe criteria. 


Classification and Review of Cases 


In 1952 I reported 39 cases of nephrectomy in 
patients with hypertension. 


These cases are included 
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in the present series, but with greater attention to 
follow-up and criteria for acceptance some have 
been rejected and 66 personal cases are now presented 
after a great deal of pruning. 

I use the same classification as in 1952: group 1, 
nephrectomy for hypertension ; group 2, nephrectomy 
for urinary diseases associated with hypertension ; 
and group 3, urinary disease with definite slight 
hypertension in young people (under 40). Cases of 
hypernephroma are excluded, as this appears to be 
traditional, but several cures of hypertension associated 
with hypernephroma have been noted. The cases have 
been analysed with varying criteria for cure—a reduc- 
tion of 25% and 20% in the diastolic pressure, and 
also for a fall of 100 mm. Hg and to 90 mm. Hg. For 
the sake of clarity figures of 90 mm. Hg for the 
diastolic pressure and a 20% fall only are included in 
the tables and subsequent discussion. The figure of 
100 mm. Hg is too lenient and 25% too severe. : 

In group 1 (Table I) there are 36 cases, with 24 
failures and 12 successes (33.3%) using the new 
combined scheme. Cases 9 and 13 would have been 
classed as failures by rigid adherence to the 90 mm. Hg 
diastolic pressure, but have been brought in as successes 
by the 20% reduction rule. These cases have remained 
well for 17 years and 6 years respectively. Cases 29 


Taste 1—Nephrectomy for Hypertension (Group 1) 
| | 
| | | 5 
2| 
| 
| 3% | : 
3 ae ~? Disease 
Zz; § & Sei 
1 | 48M | 180°135 140°90 13 + | + | Hydronephrosis 
2/31 F | 230150 | 14090 | 7 
3|47M| 260150 | “| + Pyelonephritis 
4/39M| 280,160 | | + | Hypoplastic 
kidney 
$| 32 F | 225120 145100 | 5 + | Hydronephrosis 
6 | 54 F | 200 130 170 110 + 
7|64F | 190110 | 
8 | 44 F 205120 16080 8 | + + | Hypoplastic 
9|34M 200 140 140105 | 17 0 + | Pyelonephritis 
10; 50 F | 230130 | | + | | Hydronephrosis 
11/19 F | 250,170 | Hypoplastic 
| | | kidney 
12 | 26 F | 160110 140/100 
13| 53M] 180130 | 160100 | 6 | 0| + Stone 
45M 215130 | 175107 | 4| 0| + | Radiation 
} | nephritis 
15 | 45 F | 235/130 + Pyelonephritis 
16 | 240140 | 210/110 | 3| +| O| + | Stone 
17 37 F | 210/130 Be Hydronephrosis 
18| 54 F | 205/125 | + 
19 | 49M | 225125 | | + Cysts of kidney 
20 46 M | 200/130 + | | Pyelonephritis 
21 | 54 F | 280/150 | + 
22 | 55 M| 240/140 | Stone 
23 | 50M! 180120 t | Hydronephrosis 
24| 44 F | 250118 Hypoplasia 
25/21 F | 165120 | 13070 2| Pyelonephritis 
% | 220150 | 11970 | 1 + | + | Hypoplasia 
27 46 M| 220/120 150/105 + | 0! Pyeionephritis 
28 175/115 12080 1) + | + | Arterial 
| | | stricture 
29 | 33 M| 250/150 | 200110 O| Hypoplasia 
30 | 45 M, 220 130 150 100 2| + | 0| 0) Hydronephrosis 
31 | 72M | 230/120 150/80 Radiation 
| nephritis 
32) SF | 160/130 140/80 8 + | + | Pyeionephritis 
33. 7F | 160110 95,60 2 + 
34. | 48 M 210/130 
35 23 F | 160/115 | 130/102 + " 
36 41 F | 135/110 126/90 1 r+] +] 


Case 5: Relapsed after 10 years. 160/110. Case 6: 260'170 after 12 years, 
but had 12 years’ symptomatic relief. Case 9: 1958 145,100. Previous opera- 
tion for hydronephrosis. Case 14: Continued improvement after 4 years. 
Diastolic pressure, 85 mm. Hg. This case has already been recorded by 
Levitt and Oram (1956). Case 16: Late failure after three years. 230 130. 
Case 20: 210110 after 2 years. Case 24: 200 120 after 2 years, but vast 
clinical improvement. Case 25: Upper element of double kidney. Cases 29 
and 30: 20% reduction not claimed; follow-up under 3 years. Case 31: Has 
not been followed for a full year yet, but the temptation to include a second 
case of radiation nephritis was not to be resisted. 170/115 on discharge, with 
marked clinical benefit. 
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and 30 will be reviewed at the end of three years and 
may well be successes later (only two-year follow-up at 
present). 

In group 2 (Table II) there were 20 patients, with 10 
failures and 10 successes. Cases 206, 213, and 220 are 
brought in by the 20% reduction rule and have been 
symptomatically well for 4 years, 4 years, and 10 years 


Taste Il.—Nephrectomy for Urinary Disease with Hypertension 


(Group 2) 
| 
| 
losis: 
21 | 190110 140 85 7 | | + Hydronephrosis 
202 | 61M | 190/100 | 165/80 7 | | +/+ | Papitloma renal 
| } | _ pelvis 
203 | 55M 210100 | 14070 6) | +| + | Stone 
204| 59 F | 185105 | 18070 | 14 | + | Hydronephrosis 
205 230135 | 190 120 | Stone 
206 | 53 F | 200130 | 180100 | 4) | O| + 
207 | 48 F 210/135 | + Aneurysm renal 
| | artery 
208 | 48M | 2101135 | | | Stone 
209 | SOF | 200110 | + | 
210 | 58 M | 240130 | 16490 7| | + | Hydronephrosis 
49M | 15090 6 | + | Stone 
212 | 52 F | 180110 | 
213| 51M | 240155 | 170110 | 4 | 9 
214|26M| 170110 | 13090 | 3 + | + | Hydronephrosis 
1S | M | 180 120 +} | Pyelonephritis 
216| 48 195125 | 160/105 1| + | Stones 
17 | 54 F 200 100 | | | Tuberculosis 
18/38 F | t6stos | 15090 | + 
219 | 28 180110 | | + 
42 F 170120 | 15894 10 0 | | Hydronephrosis 


"Gare 205: 220180 after 10 years. Case 206: 180/105 after 13 years. 
Case 216: May be a success later. Some pre-operative readings 190 140. 
Case 218: Late failure 160,105 again. 


respectively. One tuberculous patient (Case 218) had 
a late relapse after a five-year reduction of diastolic 
pressure from 105 to 90 mm. Hg and is classified as 
failure. 


In group 3 (Table III) there are 10 cases with 8 cures, 
which include 5 children under 14 years. No additional 


Taste Ill. for Slight H in Patients 
le 


r ( Group 3 
| | | | 
= 
e 
2 | ae Disease 
z | |eel 
101 | 26M 15090 12070 | $| | + | + | Hydronephrosis 
102 | 28 165/110 165.90 12 | + | | Stone 
103 | 37 M| 170'105 | | Hydronephrosis 
104 16095 | | + 
105 | 13M 14090 12070 3 | + 
106 | 31 F | 145/100 110 76 3 l+| +] 
4F | 15095 9055 | 7 
108 | 4M/ 12099 | 575 | 2} | +] 
19 | | 1090 | 11065 | 1) | + | + | Failed’ plastic 
| } for hydro- 
| | } nephrosis 
110 | 11 M| 135/100 1878 + | + | Hydronephrosis 


cures are brought in by the 20% rule, which if used 
alone would reclassify two successes as failures. 

In all greups together, taking a diastolic requirement 
of 90 mm. Hg plus the 20% reduction cases, there were 
30 successes in 66 cases, or 45.5% ; in addition, Cases 
5, 16, and 218, who had remained as cures for five, 
three, and eight years respectively, were rejected as late 
failures but obviously had received considerable benefit 
from the operation from the point of view of 
hypertension. 


If, however, a diastolic pressure of 90 mm. Hg for 
One year is insisted on without the addition of 20% 
reduction cases, we must delete Cases 9, 13, 14, 206, 
213, and 220, but would reinsert Cases 5, 16, and 218, 
which had late relapses. This gives 25 successes in 66 
cases—that is, 40.9% benefit instead of 45.5% 

It is felt that the statistics of this combined scheme 
correspond more closely to the clinical picture. The 
final assessment, therefore, should be based on a 
reduction to 90 mm. Hg diastolic pressure with the 
addition of patients symptomatically cured with a 20% 
reduction in the diastolic pressure after a three-year 
follow-up. 

Twenty-three cases originally included have been 
rejected for various reasons, inadequate follow-up. 
inconclusive pre-operative blood-pressure readings, etc. 
Lest it be felt that these rejections might lower the 
beneficial result, these cases have been analysed and a 
beneficial result could be claimed in over 50%. 

During the period (1942 to 1958) covered by this 
paper, one death from _ nephrectomy occurred 
(pulmonary embolus) out of 450 nephrectomies, again 
excluding nephrectomy for hypernephroma. No patient 
who had nephrectomy for hypertension died, nor was 
any such case made worse by the operation so far as 
can be ascertained by the clinical picture. 

Analysis of the cases (Table IV) reveals that hydro- 
nephrosis provides the largest number of cases and by 
far the highest percentage cure, 54%. It is, however. 


Taste IV. nel of Results 


Disease No. of Cases Failed | Good Result 


Hydronephrosis 24 10 | 14 
Stone | 13 7 6 
Pyelonephritis. { 13 8 5 
Hypoplasia 7 5 2 
Tuberculosis 3 3 0 
Radiation nephritis 2 I 1 
Arterial disease | 2 ! | 1 
Other causes - 2 1 | ‘ 1 

66 36 30 


| 


likely that pyelonephritis existed in at least some of 
these hydronephrosis cases, but they are classified with 
the pre-operative and operative diagnosis of hydro- 
nephrosis. Hypoplasia was disappointing in providing 
five failures out of seven cases (though another may be 
claimed as a good result later); it may be that the 
lesion, being congenital, leads to a long duration of 
hypertension allowing compensatory changes to develop 
in the healthy kidney to maintain the blood-pressure. 
It may be significant that the average age of the 14 
successful hydronephrosis cases is 29 and the ten 
failures is 44. The average age of the successful 
pyelonephritis cases is 18 and that of the failures 44. 

In the whole series, the average age of the 30 successes 
is 34 and the average age of the 36 failures is 44. 
Braasch (1942) pointed out that patients over 50 seldom 
benefit unless the hypertension is recent. Stone is the 
disease where a successful fall in blood pressure is most 
likely in patients over 40 years of age. This is opposed 
to my earlier opinion. Thirty-seven cases were in males, 
with 18 successes, and 29 were in females, with 12 
successes. 

The most striking finding is that all the 8 children 
under 14 years of age were cured, 5 nephrectomies 
being for hydronephrosis, 2 for pyelonephritis, and 1 
for hypoplasia. 
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Delayed Cure 


Case 216 is classed as a failure though his blood 
pressure was reduced from 195/125 to 160/105 for one 
year, and he actually had some pre-operative readings 
of 190/140. The reason for this is the relatively short 
follow-up period. If he remains well at the present level 
for three years he might be reviewed later as a possible 
cure. This also applies to Cases 29 and 30. Case 14 
is claimed under the 20% reduction as a success in view 
of vast clinical benefit maintained for four years; 
actually the diastolic pressure has continued to fall and 
is now 85 mm. Hg, and he could be regarded as a cure 
by any standards; a further justification of the 20% 
allowance. Case 218 is a late failure after eight years’ 
relief. Case 16 is the only one that would not justify 
the 20% reduction, for though the diastolic pressure 
fell from 140 to 110 mm. Hg for three years, it then 
relapsed to 130 mm. Hg. He is therefore classified as a 
failure. 

The 20% reduction in diastolic pressure seems to be 
justified as an additional claim for cure if there is 
marked clinical benefit and the follow-up is extended 
for three years. Also it would be better if “ good 
result” or “good effect" were claimed rather than 
“ cure.” 


Summary and Conclusion 


The literature on the subject of nephrectomy for 
hypertension is discussed and reasons for a more 
optimistic approach to this problem are advanced. 
Agreement is noted on the investigations required. 

Eighty-nine personal cases of nephrectomy for 
unilateral renal disease in hypertension are reviewed 
and 66 accepted for analysis. 


Criteria for a claim of success are discussed and a‘ 


new standard is suggested. 

The 66 nephrectomies have been analysed and a 
45.5% cure is claimed, for which a diastolic pressure 
of 90 mm. Hg for one year is required. In addition, a 
few patients symptomatically cured for three years with 
a 20% fall in the diastolic pressure (even if remaining 
above 90 mm. Hg) are included. 

If the additional claim of those with a 20% fall in 
diastolic pressure is rejected, the claim for cure is 37.9%. 

The younger the patient the better the result. 

Patients over 50 seldom benefit unless the 
hypertension is recent. 

While every patient must be considered and assessed 
as an individual problem it is hoped that a more 
optimistic approach may be made to these cases. 
Certainly hypertension in young people must be 
investigated for a renal cause, and early nephrectomy 
of a suspected kidney will offer these patients a 50% 
chance of cure. The number of patients who have 
been adversely affected by such treatment must be very 
small; I have not encountered any. 

It is recommended that a diastolic pressure of 90 mm. 
Hg be required for one year to claim a good result, 
but that patients who have been symptomatically cured 
for three years with a 20% fall in the diastolic pressure 
should also be included as good results. 


I thank Mr. P. Holmes, Mr. C. Q. Henriques, Miss 
Gadsby, and Miss Henriksen for help in tracing the 
follow-up of cases. 
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TUBERCULOSIS OCCURRING 
DURING STEROLD THERAPY 


BY 
JOHN MACKINNON, M.D., M.R.C.P. 
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Honorary Consultant Physician, Manchester Royal 
Infirmary ; Formerly Senior Medical Registrar, 
Crumpsall Hospital 


There is much evidence that steroids facilitate the spread 
of tuberculosis in susceptible animals (Hart and Rees, 
1950; Spain and Molomut, 1950; Karlson and 
Gainer, 1951). Dissemination from a tuberculous lesion 
during steroid therapy in man has been reported (Popp 
et al., 1951), and also its appearance during or soon 
after treatment in individuals previously presumed to be 
unaffected (King ef al., 1951; Kleinschmidt and 
Johnston, 1951; Fred et al., 1951; Harris-Jones and 
Pein, 1952; Davidson et a/., 1953 ; Hill and Kirshbaum, 
1956). 

In view of the increasing use of more powerful! 
steroids it is thought justifiable to report the cases of 
three more patients who developed tuberculosis during 
treatment. In two the disease was widely disseminated, 
and none were suspected of having tuberculosis before 
treatment started. 


Case 1 


A housewife aged 58 was referred to Dr. E. G. Wade 
in April, 1956. In 1937 she had had a cervico-dorsal 
sympathectomy performed for Raynaud's disease, which had 
begun two years previously. Soon afterwards she developed 
dysphagia which became increasingly severe, and investi- 
gation by Mr. Gordon Jack in 1953 revealed a benign 
oesophageal stricture associated with ulceration and a small 
hiatus hernia. The dysphagia was not relieved by dilatation, 
and on January 22, 1954, the hiatus hernia was repaired, 
the stricture was dilated, and some enlarged paroesophageal 
glands were excised. Histological examination of these 
glands was not helpful and there was nothing to suggest 
tuberculosis. 

For a time normal swallowing was restored, then 
dysphagia recurred, requiring frequent dilatation without 
much improvement. In January, 1956, she developed 
painless oedema of both feet and was referred to hospital 
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in April. When first seen she showed the typical rash of 
chronic discoid lupus erythematosus on the face, upper 
chest, and hands which she said had been present for 12 to 
18 months. The skin over the fingers was “tight” and 
atrophic, limiting movements at the interphalangeal joints. 
Small lymph nodes were palpable in both axillae, groins, 
and supraclavicular fossae. There was moderate cardiac 
enlargement, but the heart sounds were normal and there 
was no evidence of any valvular lesion. The blood pressure 
was 190/110 mm. Hg. The lungs were clear and the liver 
and spleen were not palpable. The central venous pressure 
was not raised, but there was moderate pitting oedema of 
both feet and sacrum. The optic disks and retinae showed 
no abnormality. The urine contained a heavy cloud of 
albumin. 

A provisional diagnosis of chronic discoid lupus 
erythematosus with systemic involvement was made, and 
the patient was admitted to the ward. The diagnosis was 
confirmed by the demonstration of L.E. cells in the 
peripheral blood and investigations resulted as follows: 
Hb, 64% ; R.B.C., 4,020,000/c.mm.; W.B.C., 3,600/c.mm. ; 
E.S.R.. 50 mm.; serum albumin, 1.6 g./100 ml.; serum 
globulin, 3.1 g./100 ml. ; serum bilirubin, 0.1 mg./100 ml. ; 
thymol turbidity, 1.6 units; serum alkaline phosphatase, 
13 K-A units; blood urea, 36 mg./100 ml.; urea clearance, 
61%. Blood W.R. and differential agglutination tests were 
negative. 

Chest x-ray examination showed left ventricular enlarge- 
ment but no pulmonary abnormality. The E.C.G. showed 
negative T waves in the left precordial leads. 

Prednisone (40 mg. daily) was started on May 28 and 
was steadily reduced to 5 mg. daily by June 19. Chloroquine 
(200 mg. daily) was also given during this period. The 
patient showed subjective and objective improvement. The 
rash almost disappeared, the oedema subsided, and her 
exercise tolerance improved. The albuminuria and 
dysphagia, however, were unchanged. She was discharged 
from hospital on June 23, taking prednisone 5 mg. daily. 
A month later the haemoglobin had risen to 84%, though 
the E.S.R. remained high (47 mm.). When she attended 
the out-patient department on August 7, she was not well. 
Ten days previously she had had a “ home-perm,” and 48 
hours later numerous painful blisters had appeared on the 
forehead, face, and upper chest. 

On examination she was afebrile. Her lips and face 
were red and oedematous, and large weeping areas appeared 
on the forehead. extending to the hair-line and involving 
the face, neck, and upper chest. There were many small 
ulcers on the buccal mucosa. The original rash on the 
fingers, hands, and face was almost indiscernible. The 
blood pressure was 110/70 mm. Hg, and there was a trace 
of oedema. The lymph nodes noted previously were 
unchanged. There were no abnormal physical signs in the 
lungs or abdomen. The differential diagnosis lay between 
an acute sensitization dermatitis to the “home perm” with 
secondary infection, a relapse of the disseminated lupus 
erythematosus, and acute staphylococcal bullous impetigo. 
Investigations at this time resulted as follows: Hb, 76% ; 
W.B.C., 2.300/c.mm.; E.S.R., 50 mm.; serum albumin, 
2 g./100 ml.; serum globulin, 3.6 g./100 ml. The urine 
contained a heavy cloud of albumin (Esbach § g./litre). 
L.E. cells were present in the peripheral blood. 


Local application of 1% chlortetracycline cream to the 
face brought improvement, but on August 11 the appearance 
of numerous large bullae on the feet was considered to be 
due to a relapse of the disseminated lupus erythematosus. 
The dose of prednisone was increased and was followed 
by immediate improvement. By August 26 the rash on the 
face and chest had practically cleared. Three days later, 
however, her condition again deteriorated and she began 
having periods of confusion and disorientation. There were 
no abnormal neurological signs and the optic disks and 
fundi were normal. X-ray examination of the chest on 
August 31 showed no abnormality in the lung fields. On 
September 3 she developed a low-grade pyrexia associated 
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with a rising pulse rate and increasing oedema. The blood 
pressure was 130/80 mm. Hg, and blood urea 30 mg. 

100 ml. The fever persisted in spite of penicillin ; she became 
increasingly disorientated, lapsed into a coma, and died on 
September 28, 1956. 


Post-mortem Findings 

The body was that of an elderly woman with pitting 
oedema of the legs and lower abdomen. Skull, dura, venous 
sinuses, and brain were normal. The lower third of the 
oesophagus was slightly dilated and contained a large 
chronic ulcer, 1 cm. in diameter. The pericardium was 
adherent to the heart owing to old fibrous adhesions. The 
heart showed left ventricular hypertrophy, but the valves, 
endocardium, and myocardium appeared healthy. Both 
pleural cavities were dry and there were a few old fibrous 
adhesions over the left lower lobe. The lungs were slightly 
oedematous. The tracheo-bronchial lymph nodes were 
slightly enlarged and contained white opaque material. The 
peritoneal cavity, liver, spleen, and abdominal lymph nodes 
appeared healthy. The kidneys were normal on macroscopic 
examination. 

Histology.—Foci of caseous necrosis were found in many 
organs—spleen, lungs, kidneys, liver, and lymph nodes. 
These were surrounded by epithelioid cells with a few 
Langhans type giant cells, particularly those in the spleen. 
There was more caseation than would normally be expected 
from the size of the lesion and little or no fibrosis. The 
lymphocytic response was less marked than normal. The 
tracheo-bronchial lymph nodes contained a more extensive 
and presumably older lesion. Sections stained for tubercle 
bacilli showed abundant organisms in the lymph nodes but 
somewhat fewer in the miliary lesions. Kidneys: The 
capillary basement membrane of the glomeruli showed some 
thickening with occasional foci of fibrinoid degeneration 
compatible with active disseminated lupus. Spleen: Many 
of the arteries were surrounded by concentrically arranged 
fibrous tissue, giving the typical appearance seen in 
disseminated lupus. Other organs showed no significant 
abnormality ; in particular no other vascular lesions were 
found 


Case 2 


A housewife aged 49 was referred to Dr. E. G. Wade in 
April, 1956, by Dr. Rupert Sykes, who had first seen her 
on December 13, 1954, when she complained of increasing 
breathlessness and productive cough of three years’ duration. 
She had worked in the card-room of a cotton mill for 
16 years and gave a history of pneumonia in 1953. A mass 
miniature radiograph of the chest in 1951 had been reported 
as normal, but an x-ray film in December, 1954, showed 
diffuse infiltration im both lung fields extending out from 
the hilar regions. At this time she was cyanosed and her 
fingers were clubbed. Persistent crepitations were audible 
at both lung bases and the blood pressure was 120/85 mm. 
Hg. No cardiac abnormality was detected, there were no 
enlarged lymph nodes and no rash, and the liver and spleen 
were not palpable. Investigations gave the following 
results: Hb, 120%; R.B.C., 7,050,000/c.mm.; W.B.C., 
11,000/c.mm.; serum albumin, 4.1 g./100 ml.; serum 
globulin, 3.9 g./100 ml.; no L.E. cells in peripheral blood ; 
E.C.G. was normal; repeated examinations of sputum for 
tubercle bacilli were negative. 

Various antibiotics were without effect either on the 
pulmonary crepitations or on the radiological appearances. 
Cortisone produced subjective improvement only, and while 
on this treatment on October 14, 1955, she developed a 
right homonomous hemianopsia which was thought to be 
of vascular origin, and the cortisone was stopped. 

She was admitted to hospital on April 5, 1956. At this 
time she was severely incapacitated and could walk only 
about 20 yards slowly. She had a productive cough but 
had never had haemoptysis. The only change in the physical 
signs was an extension of the pulmonary crepitations, which 
were now audible throughout both lungs apart from the 
apices. Chest expansion was 4—} in. (1.3 to 2 cm.). Blood 
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TUBERCULOSIS DURING STEROID THERAPY 


pressure was 130/90 mm. Hg, and there were no signs of 
heart failure. A right homonomous hemianopsia was 
present, but there were no other abnormal neurological 
signs. The urine contained no abnormal constituents. The 
Mantoux reaction was positive in a dilution of 1:1,000 old 
tuberculin, but the sputum was persistently negative for 
tubercle bacilli both on direct examination and on culture. 
Chest x-ray examination showed no cardiac enlargement. 
Diffuse spotty opacities were distributed in the middle and 
lower zones of both lung fields, which appeared to spare 
the apices. The opacities increased towards the hila on 
both sides and there was thought to be some hilar gland 
enlargement on the right. The vital capacity (900 ml.) and 
maximum ventilatory volume (29 litres per minute) were 
much reduced and there was considerable arterial oxygen 
unsaturation (83%, falling to 72% during exercise). Serum 
albumin was 3.5 g./100 ml. and serum globulin 3.9 g. 

A probable diagnosis of pulmonary sarcoidosis was made 
and prednisone (50 mg. daily) was started on April 30, the 
dose being gradually reduced to 5 mg. daily. Considerable 
subjective improvement occurred but there was no convincing 
radiological change, only a small improvement in the 
pulmonary function tests, and the pulmonary crepitations 
persisted. Prednisone (5 mg. daily) was continued until 
September, when the dose was raised to 7.5 mg. daily because 
of increasing symptoms. Her condition remained unchanged 
until May, 1957, when she had a small haemoptysis. At 
this time the physical signs and x-ray appearances were 
unaltered. A further haemoptysis occurred in August, 1957 ; 
and in January, 1958, she was admitted for reassessment. 
At this time she was afebrile and had not lost weight. The 
E.S.R. was 10 mm. Chest x-ray examination showed fresh 
infiltration at both apices in addition to that in the middle 
and lower zones, and an irregular cavity with surrounding 
collapse had appeared above and behind the first rib. The 
sputum contained large numbers of tubercle bacilli. 

Antituberculous treatment was started and the prednisone 
tailed off. Recovery was slow, the sputum becoming free 
from tubercle bacilli in April, 1958. She was discharged 


home on October 10, 1958, still on antituberculous, 


chemotherapy. 
Case 3 


A housewife aged 61 was first seen by Dr. R. W. Luxton 
in October, 1945. The history dated from her second 
pregnancy in 1933, following which she had a severe post- 
partum haemorrhage associated with a retained placenta. 
Subsequently she developed puerperal fever and gangrene 
of the left leg, necessitating amputation. After this 
pregnancy she never lactated, though she had breast-fed 
her first infant successfully. During the subsequent 15 
months she had four abnormal menstrual periods followed 
by complete amenorrhoea. When seen in 1945 she had the 
classical signs and symptoms of hypopituitarism, and this 
diagnosis was confirmed by the investigations, which were: 
Hb, 64%; R.B.C., 3,800,000/c.mm.; serum cholesterol, 
338 mg./100 ml.;. B.M.R., —40%; urinary excretion of 
17-ketosteroids in 24 hours, nil. The glucose-tolerance test 
gave a flat curve as follows: fasting blood sugar 66 mg./ 
100 ml.; half an hour after 50 g. of glucose by mouth 
118 mg., after 1 hour 112 mg., after 14 hours 102 mg., after 
2 hours 79 mg./100 ml. The insulin-sensitivity test showed 
hypoglycaemic unresponsiveness, and was as follows: zero 
blood-sugar 71 mg./100 ml., 20 minutes after 1.6 units of 
insulin intravenously 45 mg., after 30 minutes 37 mg., after 
45 minutes 41 mg., after 1 hour 40 mg., after 14 hours 
45 mg., after 2 hours 41 mg./100 ml. Blood W.R. was 
negative and x-ray examination of the skull showed a normal 
pituitary fossa. 

She responded very well to dried thyroid by mouth and 
returned to a fairly active life. In 1951 she stopped 
attending the out-patient clinic and was not seen again 
until May, 1958, when she was readmitted with increasing 
fatigue, apathy, and intolerance to cold. Clinically she 
appeared to be hypothyroid again, and this was confirmed 
by a radio-iodine uptake in the thyroid gland of 6% of 


c 


the dose after two hours and of 2% after 24 hours. The 
serum cholesterol was high (470 mg./100 ml.). Radiographs 
showed a normal chest. Further investigations were 
rendered impossible by her rapid deterioration into a state 
of withdrawal and apathy associated with some disorient- 
ation, a refusal to take food, and incontinence. The blood- 
sugar at this time was 75 mg./100 ml., the serum electrolytes 
were grossly disturbed (sodium 106 mEq/L, potassium 
4.3 mEq/l. chlorides 86 mEq/l, urea 24 mg./100 mi.). 
Treatment with thyroid, cortisone (100 mg. daily), and extra 
glucose saline drinks produced rapid improvement, and she 
was discharged from hospital on June 28, feeling very well, 
the serum electrolytes having returned to normal. She was 
receiving a maintenance dose of cortisone (25 mg. daily) 
and thyroid sicca 1 gr.—65 mg.—daily. 

The patient was seen regularly in the out-patient 
department, and on November 19 appeared quite well. Six 
days later, however, she became drowsy, apathetic, and 
incontinent following a fall at home. She was readmitted 
on November 27 and was found to be drowsy but easily 
rousable. She was slightly disorientated and. very slow in 
answering questions. She had no cough or, sputum and 
did not complain of headache. On examination there was 
slight neck-stiffness but no localizing neurological signs, 
the optic disks were normal, and no choroidal tubercles 


Radiograph of Case 3, showing development of bilateral apical 
tuberculosis with miliary spread (November, 1958) after five 
months’ treatment with cortisone. 


were visible. A few crepitations were audible at the lung 
bases, but there were no abnormal findings in the heart or 
abdomen. She remained afebrile after admission. The 
haemoglobin was 91%, W.B.C. 9,200/c.mm. The blood 
sugar was 58 mg./100 ml. Serum electrolytes and blood 
urea were normal. X-ray examination of the chest showed 
soft bilateral apical tuberculous opacities with miliary 
spread throughout both lung fields (see Fig.). These changes 
had appeared since the first radiograph taken in June, 1958. 
Lumbar puncture gave a clear fluid under pressure of 
180 mm. water and contained 16 leucocytes per c.mm. 
(50% polymorphs, 50% lymphocytes), protein 135 mg./ 
100 ml., sugar 35 mg./100 ml., chlorides 644 mg./100 ml. 
No tubercle bacilli were found on direct examination. 

A diagnosis of pulmonary tuberculosis with miliary spread 
and early tuberculous meningitis was made and appropriate 
treatment started. The C.S.F. has subsequently returned to 
normal, the radiological appearances of the lung fields are 
improving, and the patient is fully mobilized again and 
without symptoms. Treatment with cortisone, thyroid, and 
antituberculous chemotherapy is being continued. 


Discussion 
The development or dissemination of tuberculosis 
during steroid therapy is uncommon but nevertheless 
important, and has been discovered unexpectedly at 
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necropsy as the cause of death on several occasions 
(Kleinschmidt and Johnston, 1951 ; Hill and Kirshbaum, 
1956; Case 1). Wide dissemination of the tuberculous 
lesions due to haematogenous spread is a common 
occurrence in the recorded cases and occurred in two 
cases of the present report. It has been suggested (Hill 
and Kirshbaum, 1956) that this is due to interference 
by steroids with the formation of granulation or fibrous 
tissue and a decrease of the localizing defence reaction 
to tuberculosis. This opinion is supported by animal 
experiments (Hart and Rees, 1950; Spain and Molomut, 
1950; Karlson and Gainer, 1951) and by post-mortem 
appearances in man (Davidson er al., 1953; Hill and 
Kirshbaum, 1956; Case 1), for the lesions consist 
largely of caseation necrosis with little or no tubercle 
formation. Case | shows the disproportion between 
the size of the tubercle and the amount of caseation 
and the absence of any attempt at repair. 

None of the patients reported had a past history of 
tuberculosis and none had been exposed knowingly to 
infection. The most likely source of infection in Cases | 
and 3 is an unsuspected latent focus such as a gland, 
for both had normal chest x-ray appearances before 
treatment ; but it is possible that Case 2 is an example 
of tuberculous sarcoidosis (Scadding, 1950) and that 
tubercle bacilli would have appeared in the sputum 
eventually had she not been treated with prednisone. 
It has been suggested that in disseminated lupus 
erythematosus (Harrison, 1950; Brit. med. J., 1959) and 
hypopituitarism (Simpson, 1883; Sheehan, 1939) there 
is an increased susceptibility to tuberculosis, though this 
is not mentioned in many reports on the natural history 
of disseminated lupus erythematosus (Montgomery and 
McCreight, 1949; Cohen and Cadman, 1953; Hill, 
1957; Copeland et al., 1958). 

There are now in the literature descriptions of six 
patients with disseminated lupus erythematosus who 
developed tuberculosis during steroid therapy. In five 
of these the disease was of miliary type and three were 
thought to have died as a result of the complication, 
the diagnosis not having been made during life. Many 
patients with disseminated lupus erythematosus require 
high doses of steroids to control their disease, and this 
may facilitate dissemination from an unsuspected focus 
and diminish tissue defence processes. It is possible 
that prophylactic antituberculous chemotherapy would 
prevent such an occurrence, and it is questionable whether 
this should be given routinely to patients with 
disseminated lupus erythematosus receiving steroids. 
I can find no report of a case of hypopituitarism 
developing tuberculosis during steroid treatment and, 
strangely, no case of Addison's disease developing 
disseminated tuberculosis as a result of cortisone. This 
may be because of the small dose usually required as 
replacement therapy. 

The exact relationship of sarcoidosis to tuberculosis 
is still uncertain, though Scadding (1950) believes that 
a proportion of cases are tuberculous and has shown 
that some eventually develop a positive sputum. Steroids 
are, however, widely used in treatment (Whitfield, 1959 ; 
Shulman et al., 1952; Israel et al., 1954; Hoyle et al., 
1955; Smellie, 1958), and of these authors only Hoyle 
et al. discuss the advisability of combining antituber- 
culous therapy with steroids. Five cases of sarcoidosis 
developing tuberculosis during treatment with cortisone 
have been described previously (Small, 1951 ; Lovelock 


and Stone, 1953), and though Hoyle ef al. suggest that 
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this risk has been ¢xaggerated a strong case for 
combined therapy can be made out. 

The importance of making a careful search for a 
latent tuberculous focus, including chest radiograph, 
before prescribing steroids for any patient is obvious. 
and it may be wise to repeat the x-ray examination at 
intervals during and after treatment. Diagnosis of 
tuberculosis during steroid therapy may be rendered 
difficult by the absence of fever, the presence of a 
normal E.S.R. (Cases 2 and 3), and no loss of weight. 
Moreover, the development of tuberculosis may be 
difficult to differentiate from a relapse in the condition 
for which steroids are being given. The possibility 
should, however, always be considered, and particularly 
if respiratory symptoms, loss of weight, or fever are 
present. 

Summary 


Three cases developing tuberculosis during steroid 
therapy are described. In two the disease was widely 
disseminated. 

The importance of considering this complication in 
any patient receiving steroids who _ deteriorates 


unexpectedly, and the difficulties of diagnosis. are 
stressed. 
Precautions before and during treatment are 


suggested and the question of prophylactic antituber- 
culous chemotherapy is discussed. 


| thank Dr. R. W. Luxton and Dr. E. G. Wade for advice 
and for allowing me to report these cases; and Professor 
C. P. Campbell and Dr. S. de C. Baker for the post-mortem 
findings in Case 1. 
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Nearly 8,000 people die from accidents in the home every 
year. In 1957, the last year for which figures are available, 
there were 7,727 deaths. Of these 4,668 were due to falls, 
1,263 to poisoning, 740 to burns and scalds; 696 to 
suffocation, and 360 to miscellaneous causes. (Royal 
Society for the Prevention of Accidents.) 
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OCCURRENCE OF MYOCARDITIS IN 
PARALYTIC POLIOMYELITIS 


BY 


J. F. GALPINE, M.D., F.R.C.P.Ed., D.P.H. 


Consultant in Infectious Diseases, Coventry 
AND 


Ww. C. MacC. WILSON, M.D., B.Sc., D.P.H. 
Group Pathologist, Coventry 


Out of 141 cases of paralytic poliomyelitis admitted to 
the isolation unit in Coventry during 1957, there were 
six deaths in the acute stage and one death in the earlier 
post-acute stage. Of these seven fatalities, five (all 
adults) came to necropsy, and all showed microscopical 
evidence of myocarditis. Histological reports of 
British cases of poliomyocarditis are not numerous, 
being confined, so far as is known, to individual cases 
in children. A description of the five cases follows. 


Clinical Summaries and Pathology 


Case 1—A man of 28 was admitted to hospital on 
May 15, 1957, with pyrexia and meningeal signs. The 
cerebrospinal fluid (C.S.F.) contained 190 white blood cells 
per c.mm. (60% polymorphonuclears) and 75 mg. of protein 
per 100 ml. Next day the paralysis spread rapidly to the 
limbs and respiratory muscles, and he was placed in a 
cabinet respirator, On May 2i his general condition 
deteriorated and tracheotomy was performed, followed by 
change-over to positive /negative-pressure ventilation through 
a cuffed tracheotomy tube. X-ray examination of the chest 
on May 22 showed collapse of the right upper lobe ; this 
was later followed by collapse of the right lower lobe with 
increasing mediastinal shift to the right unaffected by 
bronchoscopic toilet, suction through the tracheotomy, and 
antibiotics. His condition slowly deteriorated, and he died 
on July 10 in the ninth week of illness. Diagnosis :— 
Paralytic poliomyelitis, confirmed at necropsy. Basal 


_ pneumonia was present. The heart, containing much agonal 
_ clot, showed no gross abnormality, but histology revealed 


poliomyocarditis changes of moderate severity, 

Case 2.—A housewife aged 25 was admitted on July 23, 
1957, in the fourth week of the puerperium, with neck and 
back rigidity, nasal speech, and weakness of the left arm. 
The C.S.F. contained 150 polymorphonuclears and 75 
lymphocytes per c.mm. and 250 mg. of protein per 100 ml. 
On July 24 the paralysis spread to all limbs, respiratory 
power became affected, and the patient was placed in a 
cabinet respirator. Next day her swallowing was somewhat 
impaired, but the pharynx remained dry and cabinet 
respiration was continued. On July 31, when the respirator 
was opened for nursing, she became cyanosed, complained 
of ill-localized pain in her chest, and died in about 
10 minutes. Diagnosis :—Bulbo-spinal _ poliomyelitis, 
confirmed at necropsy. The C.N.S. changes were of 
considerable severity. The heart was somewhat dilated, 
but otherwise unexceptional. A large pulmonary embolus 
extended well into the pulmonary tree on both sides. 
Histology of heart :—Slight to moderate poliomyocarditis 
changes present. 

Case 3.—A housewife of 32 was about 28 weeks pregnant 
when admitted on August 17, 1957. Paralysis was rapidly 
spreading in the trunk and limbs; soon dyspnoea was 
obvious, and she was placed in a cabinet respirator. She 
vomited repeatedly, and, when a Ryle tube was passed. 
hourly suction produced amounts varying from a few 
cubic centimetres to some ounces of blackish fluid, a 
specimen of which gave a positive benzidine reaction. 
Intravenous feeding was started, and was continued unt] 


death on August 23. On this day her condition deteriorated 
sharply, and tracheotomy was performed without avail. 
Diagnosis :—Bulbo-spinal poliomyelitis, confirmed at 
necropsy. C.N.S. changes were marked. The trachea and 
bronchi contained blood-stained fluid, and the lungs showed 
extreme congestion and oedema. There was pronounced 
dilatation of the stomach and small bowel. The uterus 
contained a normal male foetus. Macroscopically, the 
heart showed no definite abnormality. Histology of 
myocardium :—Changes in the muscle fibres were slight, but 
there were small scattered foci of interstitial inflammatory 
cellular infiltration. 

Case 4.—A spinster aged 30 was admitted on September 
10, 1957, with pyrexia (101° F.; 38.3°C.), marked neck 
rigidity, and rapidly spreading paralysis. On the 11th she 
was put in a cabinet respirator, and later the same day, when 
swallowing became impaired, tracheotomy was performed 
and pressure-breathing through a cuffed tube begun. On 
September 12 her temperature had risen to 104° F. (40° C.) 
and numerous extrasystoles were noticed, which an electro- 
cardiogram indicated to be of auricular origin. Her blood- 
pressure was then 150/85. Digoxin, 1 mg. intravenously, 
was followed by a reduction of pulse rate from 130 to 100, 
but irregularity persisted. On September 13 the fast irregular 
pulse continued, and the blood-pressure was 160/90. Her 
condition remained unaltered until her sudden death on 
September 14. Diagnosis :—Bulbo-spinal poliomyelitis, 
confirmed at necropsy. C.N.S. changes were well marked. 
The left lung showed long-standing collapse with fibrosis. 
The right lung was well aerated, but had a marginal strip of 
collapse. The heart showed some hypertrophy of the left 
ventricle and a thickened and scarred mitral valve. 
Histology of myocardium :—Some interstitial fibrosis, 
presumably due to old rheumatic carditis, with no evidence 
of recent activity. Poliomyocarditis changes of some severity 
were present. 

Case 5——A man aged 25 was admitted on September 17, 
1957, with pyrexia and a nasal voice associated with left 
palatal weakness but no meningeal signs. Next day he had 
slight nuchal rigidity, impaired swallowing, a hoarse voice, 
and weakness of the left masseter. On September 20 he 
was completely aphonic, and some weakness had appeared 
in both arms. The same afternoon his breathing had a 
periodic rhythm reminiscent of Cheyne-Stokes respiration. 
His temperature fell to 97.4° F. (36.3° C.), with a regular 
pulse of 103 and blood-pressure 160/140. His extremities 
were cold, clammy, and blue, and his trunk mottled and 
livid. electrocardiogram showed supraventricular 
tachycardia, Later the same day the systolic pressure began 
to fall and the diastolic became difficult to estimate. His 
pulse became periodic, swinging regularly every half-minute 
between 85 and 120; he also developed a coarse eye-flicker. 
At 11.30 p.m. and at 12.30 a.m. (September 21) he had 
copious coffee-ground vomits, and a blood transfusion was 
started. He died at 1.55 a.m. Diagnosis :—Bulbo-spinal 
poliomyelitis, confirmed at necropsy. C.N.S. changes were 
well marked. The heart showed numerous subepicardial 
and a few subendocardial petechiae. The myocardium was 
very dark and congested-looking. The stomach contained 
thick mucoid material with an area of severe ecchymoses 
on the lesser curvature. Histology of heart :—Florid polio- 
myocarditis changes present (Figs. 1 and 2). Sections of 
the ecchymotic area in the stomach showed intense 
engorgement of dilated vessels in the submucosa, with 
interstitial haemorrhages. 


Review of the Histology in the Coventry Cases 


The morbid histology in poliomyocarditis has been 
summarized as  hyperaemia, structural distortion 
probably due to oedema, fragmentation of myocardial 
fibres, and infiltration, both perivascular and diffuse, by 
lymphocytes and large monocytic cell elements 
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(Nordenstam, 1956). These features were present in 


the Coventry cases, but our experience coincided with 
that of Fox ef al. (1953) in that polymorphonuclear 
leucocytes were prominent in the cellular infiltration, 
and we found the same wide variation in intensity from 
small scattered and easily overlooked foci to florid and 
There did not appear to be 


fairly diffuse changes. 


Fia. |.—Inflammatory cellular infiltration of myocardium, both 
perivascular and diffuse. (Haematoxylin and eosin. x 100.) 


Fic. 2.—Heavy pleomorphic cellular infiltration with necrosis and 
fragmentation of muscle fibres. (Haematoxylin and eosin. 400.) 


anything specific in the distribution of the lesions or in 
the degenerative or reactive changes in affected muscle 
fibres, but the mixed nature of the inflammatory cellular 
infiltration did seem to be characteristic ; in places the 
intensity of infiltration approached that of an acute 
pyogenic lesion, but cellular pleomorphism was still as 
evident as in the small scattered and inconspicuous 
foci. 


Discussion 
Myocarditis in poliomyelitis has become _ well 
documented since Robertson and Chesley (1910) 


described swelling of muscle fibres, indistinctness of 
striation, and oedema of interstitial tissue. Saphir and 
Wile (1942) showed myocarditis to be potentially not 
uncommon by recording histological changes, including 
foci of perivascular cellular infiltration, in six out of 
seven fatal cases. Since then reports of larger series 


have appeared: for example, Fox ef al. (1953), in 
America, found histological evidence of myocarditis in 
38 out of 70 fatal cases; Vimtrup er al. (1956), in 
Copenhagen, in 43% of 112 cases; and Nordenstam 
(1956), in Stockholm, in all of 26 necropsies. Involve- 
ment of the myocardium does not correlate with any 
particular clinical type of paralytic poliomyelitis (Spain 
et al., 1950). Poliomyelitis virus has been isolated from 
the myocardium—first by Jungeblut (1950)—and 
invasion is thought to occur during viraemia in the early 
stages of illness. There has been speculation—for 
example, by Fox et al. (1953)—concerning the variation 
in cardiotropism among the poliomyelitis viruses, which, 
if it exists, might explain why it was not until 1957 that 
poliomyocarditis was found in this unit, though search 
had previously been made for it in five fatal cases 
occurring between 1953 and 1956. Similarly in another 
fatal bulbo-spinal case in November, 1958, no histological 
evidence of myocarditis was found. Strains of Coxsackie 
virus, a group whose enteric habit and physical 
properties are similar to the poliomyelitis and E.C.H.O. 
viruses (Brit. med. J., 1958), have been isolated in cases 
of encephalomyocarditis neonatorum (Gear, 1958). 


British reports of poliomyocarditis include those of 
Hertz et al. (1913), who described a case of polio- 
encephalitis in a boy of 124 years in whom concomitant 
myocarditis was diagnosed clinically on the basis of a 
systolic murmur at the apex and cardiac dilatation ; of 
Wright and Owen (1952), who described poliomyelitis 
in a mother and her newborn infant and found 
myocarditis in the baby, who succumbed ; of McConnell 
(1952), who described 10 cases of poliomyelitis in infants 
under 6 months, with three deaths, occurring in 
Northern Ireland in 1950, and found myocarditis at 
the post-mortem examination made in one case ; and of 
Pugh (1952), who described a case of fatal bulbar 
poliomyelitis with myocarditis complicating  Still’s 
disease, and in mentioning the difficulty of assessing the 
relative importance of bulbar involvement and 
myocardial changes in causing death inclined to the 
former. 


A number of authors have studied the electrocardio- 
graphic (E.C.G.) changes in poliomyelitis. | Weinstein 
(1957) believes that ‘such studies indicate greater 
frequency of myocarditis than is shown by anatomical 
studies, and considers that, while dysfunction of the 
nervous system and abnormal ventilation may account 
for minor E.C.G. changes, major and more persistent 
ones are related to myocarditis. Bjerre-Christensen 
(1956) picked out, in retrospect, arrhythmia, P-wave 
changes, and conduction disturbances as suggestive of 
myocarditis. Gefter et al. (1947) thought clinical 
findings less instructive than E.C.G. abnormalities ; these 
increased with severity of case, though myocardial 
derangement could only be inferred. Rose (1952) found 
non-specific abnormalities, as did Fox et al. (1953), 
whose comment seems to express a common view—“ the 
myocard'tis produced by poliomyelitis does not seem to 
give rise to characteristic electrocardiographic changes.” 
In the E.C.G. recordings taken in two of the five cases 
reported above, one showed auricular extrasystoles and 
the other auricular tachycardia. 


Pulmonary oedema, often found in fatal cases of 
poliomyelitis, was present in its gross form at necropsy 
in only one of the five cases. Though a number of 
factors, including cardiac involvement, have been 
suggested in its pathogenesis, Weinstein (1957), along 
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with others, believes that “destruction of the medulla 
is the keystone of this phenomenon.” Case 3 supports 
this view, as C.N.S. changes were well evident, while 
myocarditis was minimal. 

The clinical diagnosis of myocarditis in poliomyelitis 
leaves much to be desired, though tachycardia without 
obvious cause is a possible clue (Fox et al., 1953). Gefter 
et al. (1947), in describing 11 fatal cases, with myocardial 
pathology in five out of six necropsies, stated that they 
showed little clinical evidence of cardiac disease. 
Standard works do not mention cardiac signs in their 
accounts of poliomyelitis. Sudden death in poliomyelitis 
may have an association with myocarditis, as it was 
found in all of 14 subjects dying suddenly in a total of 
28 fatalities (Shutkin, 1951). Weinstein (1957) points 
out that it is difficult to distinguish the origin of cardio- 
vascular dysfunction among the competing factors 
arising from possible involvement of myocardium, lungs, 
and medulla. Among the welter of neurolog‘cal and 
ventilatory disturbance in our five cases it would have 
been hard to say that clinical evidence of myocarditis 
existed. In the absence of satisfactory clinical or E.C.G. 
evidence the diagnosis of myocarditis has usually been 
a posthumous histological discovery. As only the 
severest cases come to necropsy no generalization is 
possible regarding the myocardium in all cases (Spain 
et al., 1950). It seems safe to say, however, that no 
evidence has appeared which gives myocarditis any 
clinical importance in non-life-threatening paralysis, but 
in the severe cases it may be an unsuspected contributor 
to death. 


Summary 


Five fatal cases of paralytic poliomyelitis are 
described. Al! showed histological evidence of myo- 
carditis. The severity of the myocardial lesions varied 
greatly from case to case, but the pleomorphic nature 
of the inflammatory cellular infiltration is probably 
characteristic of poliomyelitis. The difficulties in clinical 
diagnosis of poliomyocarditis and assessment of its 
importance are discussed. 


We are grateful to Drs. G. B. Doyle and W. Davie for 
post-mortem reports on two of the cases and for access to 
their histological material. Dr. E. W. N. Trounsen kindly 
took the photomicrographs. 
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ADULT PYLORIC OBSTRUCTION DUE 
TO A MUCOSAL DIAPHRAGM 
REPORT ON TWO CASES 
BY 


DIGBY CHAMBERLAIN, Ch.M., F.R.C.S. 
Professor of Clinical Surgery, University of Leeds 


AND 


N. V. ADDISON, F.R.C.S. 
Senior Registrar, the General Infirmary at Leeds 


Intrinsic diseases of the stomach can cause pyloric 
obstruction, and include neoplasms, ulcer, congenital 
and acquired hypertrophy of the pylorus, spasm, 
tubercle, syphilis, and foreign bodies. The commonest 
cause of pyloric stenosis is a duodenal ulcer, either in 
the active state with associated oedema or. in the chronic 
stage with cicatrization. 

Obstruction can also be due to a sensei diaphragm, 
which may occur either proximal to or at the level of 
the pylorus, with no visible or palpable cause on external 


Fic. 1.—Diagrammatic representation of a mucosal diaphragm at 
the pyloric ring, consisting of two layers of mucous membrane, 
with a central aperture. 


examination of the stomach. This diaphragm consists 
of a double layer of mucous membrane, with a small 
aperture, usually central in position, there being only 
submucous tissue and muscularis mucosae between the 
layers (Fig. 1). 

At the time of writing only four cases have been 
described in the world literature, but Rhind (1959) has 
since reported further cases. 

We record two case histories of adult pyloric 
obstruction due to mucosal diaphragms and discuss the 
aetiology and differential diagnosis. 


Case 1 


A housewife aged 55 attended hospital on September 2, 
1958, with an eight-months history of fullness after meals. 
During this time she had lost just over 2} st. (15.9 kg.) in 
weight. Her appetite was variable, and sometimes she had 
eaten reasonably well. Before her symptoms started she 
had some mental worry, and she thought they might have 
been due to this cause. She made herself vomit at least 
once a day, and during the previous two months had been 
vomiting more often, but not large amounts. Bowels and 
micturition were normal. On examination she looked 
reasonably well, and did not appear to have lost weight 
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or to suggest malignant disease. Abdominal and rectal 
examinations were negative. She suffered from rheumatoid 
arthritis of the hands and feet. 

Radiographic Examination——On September 4 Professor 
A. S. Johnstone reported as follows: “ Oesophagus was 
normal. Most of the barium still remained in the stomach, 
which contained a moderate amount of food. Peristalsis 
was quite active but somewhat inefficient. The pyloric 


Fic. 2.—Case 1. Normal appearance of stomach and duodenum 
at operation. 


sphincter appeared as a narrow ring through which the barium 
passed quite readily when lying on the right side. No 
organic lesion was found. The duodenum filled normally. 
Conclusion: there are features to suggest a neuromuscular 
disorder possibly reflex, and further investigation with drugs 
might be of considerable value.” On September 23 the 
patient was admitted to hospital, and after a short course 
of intravenous and intramuscular propantheline a further 
barium-meal examination was reported on us follows: 
“On this occasion the stomach was larger and contained 
more fluid, and no medium passed through the pylorus. 
These findings after a short course of propantheline indicate 
the absence of spasm and would favour a fibrotic stricture. 
The change since the last examination indicates that there 
may be an active ulcer, but none was noted earlier.” It 
was evident from this report that operative treatment was 
indicated, 

Operation.—-On September 29 the abdomen was explored 
through an upper right paramedian incision. The stomach was 
found to be fairly large and its walls were thickened. There 
was no external evidence of an ulcer or any other lesion at 
the pylorus, either on inspection or on palpation (Fig. 2). 
Some small soft glands were present, mainly along the 
greater curvature. No other abnormality was noted in the 


Fia, 3.—Case 1. Stomach has been opened along the lesser 
curvature Arrow indicates position of diaphragm, opened 
through its central aperture. 


abdomen. In view of the evident obstruction a mucosal 
valve was considered, and a partial gastrectomy was carried 
out by the retrocolic method with a Hofmeister valve. The 
fresh unopened specimen was examined, and a finger was 
inserted into the pylorus. Its passage was obstructed by 
a soft mucosal diaphragm at the level of the pyloric ring. 
The enclosing pyloric musculature was easily stretched over 
the finger. There was a central aperture in the diaphragm 
1 mm. in diameter which admitted the tip of a Halsted 
artery forceps. At this stage the stomach and duodenal 
cuff were opened along the lesser curvature, but the 
diaphragm was not easy to demonstrate as in the unopened 
specimen (Fig. 3). There was no naked-eye evidence of 
an active or a healed ulcer. 

Pathological Report.—“ The specimen showed pronounced 
hypertrophy of the main muscle coat and of the muscularis 
mucosae. The gastric mucosa was hyperplastic in 
appearance and rich in goblet cells. There was no ulceration 
and no evidence of scarring in the region of the lesion.” 

The patient made a good recovery, and when seen later 
had had no further vomiting and was gaining weight. 


Case 2 

A coppersmith aged 52 was seen on October 7, 1958. 
Since 1953 he had suffered from an intermittent ache in the 
epigastrium, which had become worse during the previous 
six months. Upper abdominal pain and a feeling of fullness 
came on suddenly and was not related to food. He would 
vomit almost immediately and this would relieve the pain, 
which was also eased by taking alkalis. During the previous 


Fic. 4.—Case 2. A finger has been inserted in the duodenum 

and the mucosa! diaphragm has been pushed into the stomach 

which was everted over the finger. Arrow points to centra 
aperture. 


three months he had vomited two to three times a week, 
mainly at night. He had lost 14 lb. (6.4 kg.) in weight 
during the previous six months, and his appetite was poor. 
In 1939 an x-ray examination suggested a peptic ulcer. 
and in 1941 a calculus had been removed from his left 
kidney. On examination he looked well and there were no 
physical signs in the abdomen or chest. Rectal examination 
was negative. 

Radiographic examination on September 30 was reported 
on as follows: “ The oesophagus outlined normally. There 
is a constant deformity of the lesser curve at the pyloric 
antrum, highly suspicious of a neoplasm. In addition there 
appeared to be irregularity of the adjacent part of the 
duodenal outline, possibly due to extrinsic pressure. 
Conclusion: gastric neoplasm.” 

Operation—On October 16 the abdomen was explored 
through an upper left paramedian incision. There was no 
direct evidence of a pyloric carcinoma or ulcer, but the 
pylorus appeared slightly thickened on palpation, Both 
lobes of the liver contained deposits on their upper surface 
which suggested malignant disease, but no primary growth 
was found in the abdomen. A partial gastrectomy was 
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carried out by the retrocolic method with the formation of 
a valve. The fresh specimen was examined and a finger 
inserted into the pylorus. Its onward passage was 
obstructed by a soft mucosal diaphragm with a central 
aperture which measured 4 mm. in diameter. A finger was 
inserted through the duodenal cuff and the diaphragm 
pushed into the stomach, the latter being everted over the 
finger (Fig. 4). There was no naked-eye evidence of an 
active or a healed ulcer. 


Pathological Report.—* Several sections were examined, 
including one through the central aperture of the diaphragm 
(Fig. 5). The report showed an intact mucosa in the pyloric 
region with evidence of superficial gastritis. The muscularis 
was prominent and slightly hypertrophic. The mural 
musculature was normal except for some thickening at the 
pylorus. Within the mucosa and in the submucosa there 
were numerous follicular formations of giant and epithelioid 
cells with a surrounding rim of lymphocytes. Some of the 
follicles appeared to have arisen within foci of lymphoid 
tissue in the submucosa. They were most numerous in 
sections from the body, but a few were present at the 
pylorus. The giant cells were of both Langhans and foreign- 
body type. No anisotrophic material was seen with polaroid 
lenses. Caseation was not seen and prolonged search showed 
no evidence of tubercle bacilli. The possibility that these 
follicles were sarcoid must be considered, especially in view 
of the lesions seen in the liver at operation. Tuberculosis 
or, less likely, foreign-body reaction should also be included 
in the differential diagnosis. No evidence of malignancy 
was seen.” 

Further Investigations.—X-ray examination of the chest 
revealed nothing abnormal. The Wassermann reaction was 
negative, and the Mantoux test (1 in 1,000) positive. X-ray 
examination of the hands and feet showed no bony changes. 

The patient made a good recovery and was discharged 
from hospital 12 days after operation. 


Discussion 
A mucosal! diaphragm as described in these two cases 


must be distinguished from an abnormal gastric mucosal , 


prolapse into the pylorus. There are many reports of 
this condition, and Hermann ef al. (1955) described it 
in a woman aged 39 in whom redundant gastric mucosa 
prolapsed intermittently through the pylorus into the 
duodenum. The barium-meal examination showed no 
abnormality. 


idiopathic hypertrophy of the pylorus’ in an adult is 
another entity which should not be confused with a 
mucosal diaphragm. In this condition the pylorus 
is obviously thickened and hypertrophied both on 
inspection and on palpation, as in a congenital pyloric 
stenosis. 


The cause of aduJt hypertrophy in the absence of any 
other disease, as well as the congenital type, has never 
been fully explained. Kleitsch (1952) thought that the 
congenital type would persist into adult life unless 
operated upon. He reported four cases, and believed 
the condition probably occurred more often than was 
generally appreciated. Armitage and Rhind (1951) did 
not believe that there was any connexion between the 
condition in adults and the congenital type. The circular 
muscle of the pylorus is greatly hypertrophied and may 
be as much as 1.5 cm. thick, as in the case reported by 
Vorhaus (1946), who suggested that continued pyloro- 
spasm may lead to hypertrophy. Barrie and Anderson 
(1948) described a case of even concentric hypertrophy 
associated with messive eosinophilic infiltration, and 
peculiar periarterial giant-cell follicles. The patient, a 
young woman aged 27, also had a constant blood 
eosinophilia. They suggested that both the congenital 
and the adult “idiopathic” hypertrophy may be 
examples of a true organic intestinal allergic reaction. 

One other pyloric condition which should be 
mentioned in discussing the differential diagnosis of a 
mucosal diaphragm is a chronic hypertrophic antral 
gastritis. Arendt (1945) fully described this disease, 
where there wes a visible hypertrophy of the pyloric 
muscle. 


Among the four reported cases of a definite 
diaphragm, Toureff and Sussman (1940) found a 
congenital, prepyloric, membranous obstruction in a 
premature child, who survived after multiple incisions 
of the septum and a pyloroplasty. They reviewed the 
literature on congenital obstructions of the stomach, 
which, except for hypertrophic stenosis, appear to be 
extremely rare. They made the interesting remark that 
in hypertrophic stenosis a redundant fold of mucosa is 
commonly encountered within the pyloric lumen. 


Fic. 5.—Case 2. Photomicrograph of mucosal diaphragm (x11) through central aperture, which is on the right. Gastric mucosa 
is on left and duodenum on right. Arrows indicate position of sarcoid lesions. 


sal 
ied a 
The 
Was 
by 
ng. 7 
ver 
gm 
ted 4 
nal 
the 
of q 
ie 
ris 
in 
on 
ter ae 
58. 
he 
us 
ld 
in, 
us 


1384 Dec. 19, 1959 


PYLORIC OBSTRUCTION Barren 


Rota (1953) described a diaphragm in a woman aged 
73, the case being very similar to our cases. No ulcer 
was found in the stomach or on the diaphragm, and 
there was a complete absence of scarring. A radiograph 
taken prior to operation had shown a large stomach 
with no obvious cause of obstruction. Nine years 
previously a pyloric ulcer with obstruction had been 
demonstrated on x-ray examination. In discussing the 
aetiology, he favoured a congenital origin, despite the 
late onset of symptoms and the advanced age of the 
patient. 

In the third case, Sames (1949) described a diaphragm 
1.5 cm. proximal to the pyloric ring in a woman aged 
40. She was operated upon for a gastric ulcer which 
was found to be present on the lesser curvature. No 
evidence of an active or healed ulcer was found on or 
near the diaphragm. The enclosing pyloric musculature 
was hypertrophied proximal to the diaphragm, but 
was normal between it and the pyloric ring. In 
reviewing the x-ray film taken two years before, he 
was able to recognize the diaphragm radiologically. 
Sames favoured a congenital origin, but he also stated 
that “it might be argued that following sustained 
muscular contraction of the antrum, a permanent 
deformity of the mucosa may result, and give rise to 
an obstructing diaphragm.” 


Passalacqua and Romero (1955) reported a case of 
partial pyloric obstruction due to a mucosal diaphragm 
of congenital origin. 

Rhind (1959) describes the condition and discusses its 
aetiology. He found that the narrowing was at the 
pyloric ring, except in one case where it was 2 cm. 
proximal to it; the apertures varied between 2 and 
4 mm. in diameter, and were either central in position 
or nearer the lesser curve. He believes that the condition 
is the end-result of scarring of a superficial annular 
pyloric ulcer. In support of this he has seen small 
superficial ulcers at the edge of the aperture, and a 
superficial linear ulcer without a diaphragm. 


Sarcoidosis can involve any tissue in the body, but 
has a predilection for lymphoid tissue. Intestinal 
lesions are rare (Macfarlane, 1955), and gastric sarcoid 
appears to be even rarer. Gore and McCarthy (1944) 
described a case in a soldier aged 26 in whom a diffuse 
indurated lesion of the pylorus, simulating a malignant 
mass, was resected. No significant mucosal changes 
were reported, but a large shallow ulcer was present 
on the greater curvature. 


Desmond and Swynnerton (1957), in reporting 25 
cases of adult hypertrophy, found mucosal changes in 
five of these. There was mucosal stenosis in three and 
a mucosal prolapse into the duodenum in the other two, 
but no diaphragm was described. They felt that 
the abnormal mucosal prolapse was due to the 
hypertrophied pyloric muscle preventing normal 
reduction, and that the mucosal stenosis was due to 
some degenerative change secondary to the prolapse. 
Alternatively, they suggested that the stenosis could be 
inflammatory in origin, possibly from an acute pyloric 
or duodenal ulcer. Sames (1949) drew attention to a 
paper by Bockus, who reported mucosal prolapse into 
the pyloric canal associated with adult hypertrophy. It 
is interesting to see that there are mucosal changes in 
adult hypertrophy and also in congenital pyloric 
stenosis. 


It would seem that a mucosal diaphragm may be 
congenital, a view which has been taken by previous 


writers, and that its onset in later life may be due to 
some added factor. The histological appearances, with 
no evidence of previous ulceration or scarring, seem to 
support this possibility. In this connexion the presence 
of a sarcoidosis in the second case is of interest, though 
we do not suggest anything more definite. 


It has been suggested that the condition is secondary 
to a superficial linear ulcer at the pylorus, but we do 
not subscribe to this view, as there is no evidence of 
superficial scarring or of a deeper replacement of the 
muscularis mucosae and other tissues by fibrous tissue. 
These findings would be expected if there had been an 
ulcer which had healed, and should be present if there 
were changes sufficient to produce a permanent 
deformity. 


A case could be made out for the hypothesis that 
both these cases are variations of an antral gastritis, 
perhaps associated with or due to pylorospasm, and 
complicated by some mucosal oedema and prolapse 
which might appear as a fairly well localized 
“ diaphragm.” 

It may be that the condition is one that develops in 
adult life from some obscure cause, possibly allergic, 
or possibly from the local absorption of some irritating 
foreign body, medicinal or otherwise. 


Summary 


Two cases of adult pyloric obstruction due to a soft 
mucosal diaphragm are described, there being no visible 
or palpable cause found on external examination of 
the stomach and duodenum. 


In order to recognize this condition it is essential to 
insert a finger into the pylorus, when its onward passage 
will be obstructed if a diaphragm is present. It is 
important, however, to stretch the enclosing pyloric 
muscular ring, which is usually contracted down over 
the examining finger. If the stomach is opened along 
one of the curvatures, even before fixation, the 
appearance and form of the diaphragm are difficult to 
demonstrate, and we found that this happened in our 
first case. It is really only possible to demonstrate a 
mucosal diaphragm in the fresh unopened gastric 
specimen. 

The condition is’ of obscure origin, and no definite 
suggestion concerning its pathology can be made on 
these cases, or on the small number of cases reported 
in the literature. 


It is a rare cause of pyloric stenosis, which should be 
considered in cases where there is no evidence of ulcer 
or neoplasm. 
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Medical Memoranda 


Is the, Rat (Rattus rattus) ever a Permanent 
Reservoir of Plague ? 


Black rats (Rattus rattus) are well known as propagators 
of plague, and Roberts (1950) believes they are the only 
rodents concerned in outbreaks in Kenya. However, 
recent work (Heisch, 1952) indicates that wild rodents 
are the permanent reservoir in Kenya, and that rats are 
infected secondarily and are incapable of harbouring 
plague for long periods. Many workers think that rats 
are never permanent reservoirs of plague ; this may be 
true, but it has not yet been proved. 

One of the main features of wild-rodent plague is a 
tendency for the infection to persist indefinitely in areas 
once invaded. Rodents often show a marked resistance 
to the infection, and harbour Pasteurella pestis in their 
tissues and fleas without showing signs of disease. Such 
invisible or inapparent plague is usually demonstrated 
by pooling the tissues and/or the fleas of groups of 
rodents and inoculating guinea-pigs. Such techniques, 
known as “ pooling tests,” are of great value in reveal- 
ing foci of sylvatic plague which might otherwise 
remain undetected. If P. pestis can be isolated from 
apparently healthy rodents and/or their fleas during 
silent or interepizootic periods, it strongly suggests 
that the rodents concerned are permanent reservoirs 
of plague. 

In Kenya, rats (R. rattus) are unlikely to be permanent 
reservoirs. Not only are they highly susceptible, but 
the infection soon dies out, and P. pestis has never been 
isolated from their tissues or fleas during interepizootic 
periods. Though far fewer rats than wild rodents have 
been subjected to pooling tests in Kenya, it seems 
significant that 827 R. rattus and 1,564 Xenopsylla 
brasiliensis, from the old silent focus of Keruguya on 
the slopes of Mount Kenya, were negative for P. pestis 
(Heisch ef al., 1953). Different results have been 
obtained in other endemic areas. Thus, in India, rats 
often show a marked resistance and even develop 
inapparent infections. At the Calcutta Conference of 
Medical Research Workers in 1934, it was reported that 
13 out of 141 tissue pools, derived from 2,107 appar- 
ently healthy rats, were positive when inoculated into 
guinea-pigs. Inapparent infections in commensal 
rodents have also been demonstrated by Peryassui (1934) 
in Brazil and Devignat (1940, 1949) in the Belgian 
Congo ; but according to Pollitzer (1954) it was never 
claimed that such animals played a part in the. 
perpetuation of plague. It seems strange that, 
inapparent infections in wild rodents are considered 
important while similar infections in commensal rats 
are disregarded. 

It is not clear whether the inapparent infections in 
commensal rats were found during interepizootic 
periods or during epizootics when rats may have been 
incubating plague or recovering from it. It is the 
interval between epizootics which is the critical period, 
and determined attempts should be made to isolate 
P. pestis from rats and their fleas at such times. Though 
pooling techniques have proved invaluable in sylvatic 
plague studies, they appear not to have been so widely 
used for detecting P. pestis in commensal rodents. This 
may partly explain why it is still uncertain whether 


i 


rats are a permanent reservoir in India, Madagascar, 
Egypt, Senegal, Peru, Brazil, and elsewhere. The 
brilliant work of Baltazard (in press) has shown that 
the gerbil—Tatera indica—is an important though 
perhaps rather unstable reservoir in India, but the 
possibility that rats may also maintain the infection 
does not yet seem to have been excluded. 

Meyer (1957) has stated that “it is becoming 
increasingly apparent that the highly susceptible 
rodents, such as the marmot, the squirrel, and the 
rat, are not the permanent reservoir of the plague 
bacillus.” This overlooks the fact that a highly 
susceptible species like R. rattus may sometimes 
develop a marked resistance to the plague bacillus. 
The terms “susceptible” and “resistant” as applied 
to rodent species have a relative rather than absolute 
connotation. The persistence of plague in focal areas 
is a complex matter, and apparently depends on the 
presence of susceptible as well as resistant rodent 
species. It can of course be argued that fleas and not 
rodents are the chief reservoir of plague. Wild rodents 
and their fleas are of primary importance in the 
perpetuation of plague, but it seems doubtful whether 
the commensal aspect of the reservoir problem is quite 
in perspective. 

R. B. Hetscu, M.D., 


From the Division of Insect-Borne Diseases, 
Medical Research Laboratory, Kenya. 
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Familial Incidence of the Henoch- 
Schonlein Syndrome 
The Henoch-SchGnlein syndrome is now regarded as an 
allergic or hypersensitivity reaction related to conditions 
such as erythema nodosum (Wintrobe, 1956) or 
polyarteritis nodosa (Lecutier, 1952). Visceral forms 
were first described by Henoch (1874) and the joint 
symptoms by Schénlein (1837), but these two manifesta- 
tions are now considered to form part of one syndrome 
produced by capillary fragility without thrombo- 
cytopenia (Ackroyd, 1953). Osler (1904) described a 
relationship between the skin manifestations of the 
syndrome and erythema multiforme. The syndrome 
often occurs after the consumption of certain foods 
and after upper respiratory infections, frequently due 
to haemolytic streptococci (Gairdner, 1948). It is not 
usually regarded as a familial complaint (Davis, 1948), 
although a family history of allergy is frequently 
obtained (Alexander and Eyermann, 1929). Wedgwood 
and Klaus (1955) recorded a series of cases in which 
no familial incidence of the disease was found. Reports 
of cases occurring in siblings are uncommon, and the 
histories of the two children reported here are thought 
interesting enough to be recorded. The second child, 
aged 14 months, is much younger than the usual patient 
with the syndrome ; it is believed to be rare under the 
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age of 2 years, although the youngest authenticated case 
was aged only 8 months (Philpott, 1952). The two cases 
are otherwise typical of the syndrome. 


Case 1 


This girl, aged 5 years, was admitted to the children’s 
ward of Dorking General Hospital on March 6, 1958. She 
had been unwell and listless since an attack of influenza at 
the beginning of January. On March 1 she had her second 
injection of anti-diphtheria and pertussis vaccine (Glaxo). 
She had vomited occasionally since that evening until her 
admission: the vomitus had once contained flecks of fresh 
blood. Since March 4 she had complained of lower 
abdominal pain and intermittent pain in both calves and 
the metacarpo-phalangeal joints of both thumbs. There 
was no family history of allergy. 

On admission she was flushed and febrile, and had 
numerous petechial haemorrhages on the hard and soft 
palates. There were palpable soft lymph nodes on both 
sides of the neck and in the axillae and groins. She had 
diffuse abdominal tenderness, but no abnormal masses or 
enlarged viscera were felt. 

Investigations gave the following results. Haemoglobin, 
88% ; total white-cell count, 14,000/c.mm. (P. 77%, E. 1%, 
L. 22%); platelet count, 495,090/c.mm. ; bleeding-time, 2 
minutes: clotting-time, 1 minute (Dale and Laidlaw) ; 
throat-swab culture yielded a heavy mixed growth of 
Neisseria catarrhalis and Streptococcus viridans; urine 
contained no albumin ; chest radiograph, clear. 

The day after admission she developed small 
haematomata on both upper eyelids. Her lower abdominal 
pain persisted, and on the fourth day after admission she 
passed a stool containing a little altered blood. She had a 
brief epistaxis on the same evening, but then had no further 
overt bleeding. Intermittent colic continued for another 
week, and she then became symptom-free. She was 
discharged home on March 23. During the next six weeks 
she had several attacks of abdominal pain and some 
transient swelling of the left ankle. She was last seen three 
months after her discharge, when she had been quite well 
for six weeks. 


2 


This boy of 14 months was the only sibling of Case 1. He 
was admitted to the same hospital (after a domiciliary 
consultation) on March 22. with six days’ history of a 
purulent discharge from the left ear. Several crops of red 
spots had occurred on his legs during the same period. His 
left knee had been swollen for four days, and for three 
days he had been passing fresh blood per rectum: his urine 
was said to be red. On the morning of admission he had 
developed spontaneous swelling and discoloration around 
his left eye. He had been treated with oral penicillin, some 
of which he vomited. 

He had a left orbital haematoma and an ecchymosis on 
the right upper eyelid. There was a purulent otorrhoea 
from a perforation of the left eardrum. There was oedema 
of both hands and feet, with a reddish maculo-papular 
rash over both legs and forearms. Both knee-joints were 
swollen. 

Investigations resulted as follows. Haemoglobin, 72% ; 
total white-cell count, 13,000/c.mm. (P. 57%, E. 3%, L. 
33%, M. 7%); platelets, 225,000/c.mm. ; bleeding-time 24 
minutes ; clotting-time, 34 minutes (Dale and Laidlaw) ; ear- 
swab culture yielded a light growth of coagulase-negative 
staphylococci. Urine (non-catheter) contained a small 
amount of amorphous urates and occasional calcium 
oxalate crystals and yielded a mixed growth of Proteus 
vulgaris and Streptococcus faecalis. 

He was pyrexial for a fortnight, and was given a full 
course of crystalline penicillin and ephedrine nose-drops. 
His otitis media cleared and the orbital haematoma quickly 
resolved. The rash and joint swellings gradually subsided, 


and he was discharged on May 4. When seen again six 
weeks later he had had no recurrence of symptoms. 


COMMENT 


The only previous case of a familial incidence of the 
Henoch-Schénlein syndrome is reported by Gibson and 
Hobson (1932) in two siblings who died after developing 
purpura without thrombocytopenia while recovering 
from mild attacks of scarlet fever. These children were 
thought to have a constitutional susceptibility to the 
scarlatinal toxin. Such a definite common predisposing 
cause was not present in the two cases reported here, 
but it seems unlikely that the almost concurrent 
development of the syndrome was coincidental. It is 
improbable that an article of diet was responsible in 
both cases, because, although both children received a 
similar diet before admission, only one of them had 
further symptoms after discharge. In Case 1 the 
syndrome appeared soon after immunization against 
diphtheria and pertussis, and in Case 2 it was associated 
with an upper respiratory infection. It seems that these 
two different factors provoked the same hypersensitivity 
reaction—that is, the Henoch-Schénlein syndrome. 
The type of hypersensitivity reaction, rather that the 
nature of its provocation, appears to be the common 
familial factor in these two cases. 


1 am grateful to Dr. Philip Ellman for his help in the 
preparation of this paper and for permission to report these 
two cases under his care, and also to Dr. D. M. Kellett 
Carding, who referred both children. 


C. H. Towner, M.B., B.S.., 
Mile End Hospital, London. 


REFERENCES 


Ackroyd, J. F. (1953). Amer. J. Med., 14, 605. 


Alexander, H. L., and Eyermann, C. H. (1929). J ‘ q 


Davis, E. (1948). Blood, 3, 129. 

Gairdner, D. (1948). Quart. J. Med., 17, 95. 

Gibson, A. G., and Hobson, F. G. (1932). Lancet, 1, 509. 

Henoch, E. (1874). Berl. klin. Wschr., 11, 641. 

Lecutier, M. A. (1952). J. Clin. Path., 5, 336. 

Osler, W. (1904). Amer. J. med. Sci., 127, 1. 

eae. M. G. (1952). Arch. Dis. Childh., 27, 480. 

Schénlein, J. L. (1837). Allgemeine i 

Wedgwood, R. J. P., and Klaus, M. H. (1955). Pediatrics, 16, 196. 

ae M. M. (1956). Clinical Hematology. H. Kimpton, 
ondon. 


“While many factors affect the development of children 
into vigorous adults, it is certain that abundant physical 
exercise (followed by long sleep at night) is of primary 
importance, . . . When children attend day school it is not 
easy to ensure that they take daily exercise, and an important 
proportion of them dislike organized games. School buses 
provide a passive means of reaching school for many of the 
county’s scholars, and parents who have lost the habit—or 
never had it—of taking exercise themselves do not encourage 
their children to walk, run, or cycle. So the development of 
less formal types of exercise, such as the experimental ten- 
day adventure courses and canoe courses, are particularly 
welcome as a means of arousing an interest and desire for 
physical exertion which can more easily continue into adult 
life. When the time comes that every normal adult retires 
to bed at night tired from bodily movement during the day 
which has been sufficient to make him or her out of breath 
for a short while, we shall see less ill-health, particularly 
heart trouble, and a lowering of the number of cases of 
neurosis.” (Annual Report of the School Medical Officer for 
the Year 1958, Staffordshire County Council.) 
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DEVELOPMENT OF THE HEART 


Normale und Pathologische Entwicklung des ee 
Herzens. By Klaus  Goerttler. 123 
DM. 33.) Stuttgart: Georg Thieme erlag. 8. 


Recent advances in the diagnosis and nthe treatment 
of congenital heart disease have made the normal and 
abnormal development of the human’ heart a subject of 
more than usual interest. K. Goerttler, of the University 
Institute of Pathology at Kiel, has over a number of 
years tried to fit the various facts and hypotheses into 
a general theory which would serve to explain the 
development of congenital heart lesions. In particular, 
he has stressed the influence of haemodynamic factors 
in their genesis. This monograph summarizes his work 
and views, while taking critical account of the work 
done by others. 

The book is divided into two main sections. The 
general part describes the basic principles in the normal 
and abnormal development of the heart. Normal 
longitudinal growth, looping, and internal structuring 
are taken to depend on especially high metabolic activity 
in certain parts of the primitive cardiac tube at critical 
periods. The division into inflow and outflow portions 
is thought to be haemodynamically determincd, with 
septation a secondary phenomenon. All congenital 
cardiac defects are considered to be the result of 
differential growth arrests of those parts of the heart 
which, at a given time, are metabolically most active 
and thus particularly vulnerable to (unspecified) 
endogenous or exogenous teratogenic agents. Many of 
the vascular anomalies are thought of as “ dependent ” 


‘upon the primary cardiac defect or defects. 


The second par? treats in detail of the teratology of 


the different phases (of which four are distinguished) ~ 


in the growth and development of the heart. Each 
phase and its associated anomalies are analysed 
separately, usually aided by a careful description of 
one or two necropsy specimens. A few pages of 
conclusions and a summary end the text. There is an 
extensive list of references, but it is by no means com- 
plete. Thus Sir Arthur Keith’s work and views find 
no mention. Altogether there is the slight tendency to 
present as new what has already found wide acceptance 
—at least in Anglo-American circles. 

In contrast to the clarity and ingeniousness of the 
diagrams, which are most successful when illustrating 
the complex three-dimensional rotational changes, the 
text is often tryingly verbose and tortuous. Especially 
annoying is the inclusion of explanatory or critical 
comments—sometimes sounding off-hand, but some- 
times bringing material of great importance to the 
author’s argument—-as sub-clauses in highly involved 
sentences. 

Those interested in the subject will find this a worth- 
while and rewarding book, but one which requires a 
good knowledge of German. The production is good 
and the price reasonable. GERALD R. GRAHAM. 


PSYCHOPATHOLOGY 


Psychopathology. A Source Book, Edited by Charles F. 
Reed, Ph.D., Irving E. Alexander, Ph.D., and Silvan S. 
Tomkins, Ph.D. Introduction b obert W. White, Ph.D. 
(Pp. 803+xi; illustrated. £5.) Cambridge, Mass.: Harvard 
University Press. London: Oxford University Press. 1958. 
The avowed intention of the editors of this collection 
of papers, who have done a good deal of teaching at 
the D.P.M. level, is to provide students of abnormal 


psychology and psychiatry with a supplementary source- 
book of current literature. In itself a meritorious 
design, this does not justify them in heading the 
collection “Psychopathology.” Of the 46 papers 
(contributed by some 80 authors), over one-third are 
concerned partly with neurophysiology, in particular 
neurochemistry and neuropharmacology, and partly 
with animal experiments, including some laboratory 
investigations on human beings. Of the papers on 
clinical psychology a substantial number deal exclusively 
with therapeutic methods, and in most of the remainder 
psychopathology in the strict sense of the term is 
neglected or given commonplace treatment. The effect 
of a misleading title might perhaps have been dissipated 
had the editors inserted at the beginning of each section 
glosses calculated to orientate the student as to the 
position of each paper in a neuropsychiatric hierarchy 
of disciplines. As it is he is simply left to flounder for 
himself. 

Though the editors seem to have confused symptom- 
atology with psychopathology, the book comprises a 
number of papers which will genuinely interest the pure 
psychiatrist. The section on schizophrenic psychoses, 
for example, is among the most stimulating despite the 
fact that it has little to do with the psychopathology 
of these conditions ; on the other hand, the section on 
Psychopathology and the Social Context” is, perhaps 
not surprisingly, the least informative in the book. 

All this notwithstanding, the volume can be said to 
have achieved its set aim, and can therefore be 
recommended to D.P.M. students without any misgiving, 
indeed, with the assurance that if they assimilate its 
contents and follow up the lists of references. they can 
meet their examiners on equal footing—in any case a 
not uncommon contingency in psychological medicine. 


Epwarp GLOVER. 


THE ORGANIC PSYCHOSES 


The Organic Psychoses. A Guide to Dia poets x, John 
G. Dewan, M.A., M.D., Ph.D.Cantab. M.Eng., 
F.R.C.P(C.}, F.A.C-P., F.AP.A., and William B. Spaulding 
M.D., F.R.C.P(C.). (ep. 170 + xiii ; illustrat 48s.) 
Toronto: University of Toronto Press. London: Oxford 
University Press. 


The organic psychoses are a neglected group of 
psychiatric syndromes. To a certain extent this is because 
of the nature of the clinical features: delirium is short- 
lived ; dementia from whatever cause is usually irrever- 
sible, and in only a few conditions, such as general 
paresis, can the progress of the dementia be arrested. The 
functional psychoses associated with organic disease— 
for example, paranoid and depressive states—are little 
understood. A good review of the organic psychoses 
would be valuable, but unfortunately these authors do 
not take their opportunity. 

The first part of the book consists of a classification 
of the causes of the organic psychoses and follows 
conventional lines. The second part is a summary of 
the clinical features of the various conditions associated 
with psychosis. This reads like a précis from any 
standard textbook of medicine, and it is disappointing 
how much space is devoted to the generally well-known 
physical manifestations of the conditions and how little 
to the less-well-understood psychiatric manifestations. 
In myxoedema, for example, the slowing of mental 
functions is described, but all that is said of the other 
interesting functional disorders that may accompany the 
condition is that “in a few patients, thinking, mood, 
and behaviour are definitely psychotic, with paranoid 
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trends being a common feature.” Throughout the book 
there is an extreme lack of precision, and the reader will 
not learn much about the hallucinations in delirium 
tremens, for example, by being told only that they are 
“ characteristic.” 

In the third part of the book the authors give 27 case 
histories of various organic psychoses. These are 
interesting, but there is a paucity of the discussion 
which would compensate, in part at least, for the 
inadequacies of Part II. 

To justify its existence a monograph, even a small 
monograph such as this, has to be an improvement on 
the corresponding chapters in standard textbooks. 
Judged by this criterion this monograph falls short. 
Moreover, as with most books from North America, the 
price is unreasonable. For about the same price or less, 
standard textbooks of medicine or psychiatry can be 
obtained, and one of each would be at least as good 
a guide to the organic psychoses as this expensive 


monograph. A. W. BEarD. 


MEDULLOBLASTOMA 


Medulloblastoma. By Benjamin L. Crue, jun., L.C.D.R., 

M.C., .N. (Pp. 206+x; illustrated. 43s.) Springfield, 

illinois: Charles C. Thomas. Oxford: Blackwell Scientific 

Publications. 1958. 

Medulloblastomas form about 25% of ali primary 
intracranial tumours in childhood, being the second 
most common in this group. With their known ready 
response to irradiation yet sinister ultimate prognosis, 
they present to the neurosurgeon and the radiotherapist 
a challenge which can be met only with the help of a 
detailed evaluation of the relevant data. These are 
clearly supplied in this well-balanced monograph, based 
on a personal re-examination of some 200 cases from 
various American clinics and supported by a diligent 
survey of the literature. 

The first part considers the pathology of these 
tumours, their genesis, growth, and spread, and their 
relationship to other neuro-ectodermal neoplasms, 
especially the oligodendrogliomas, and to the primary 
meningeal sarcomas. The discussion on differential 
diagnosis from intracranial neoplasms of the reticulo- 
endothelial system, in particular microgliomatosis, is, 
however, inadequate. In the second part the reader 
will find useful data on sex and age incidence, 
supplemented with graphs and tables, and a detailed 
account of the symptomatology, treatment, and 
prognosis. The author stresses the importance of early 
exploration for histological confirmation of the clinical 
diagnosis before deep x-ray treatment is undertaken. 
Though informed with pessimism, his assessment of the 
therapeutic value of various methods of treatment is 
judicious, and the reported cases with long survival are 
critically appraised. 

The bibliography contains some 400 references. Like 
all monographs in the American Lecture Series, it is 
attractively presented and printed. There are no 


photomicrographs. L. J. RUBINSTEIN. 


SKIN CASES 


One Hundred Clinical Cases Presented at the Eleventh 
International Congress of Dermatology, Stockholm, 1957, B 
Anders Lodin and Herrman Gentele. (Pp. 207; illustrated. 

40 Sw. kr.) Stockholm: Acta Dermato- Venereologica. 1958. 
An international congress of dermatology is always an 
occasion for the presentation of a series of rare and 
interesting clinical cases, including some on which 
no final diagnosis can be made. Their chronicling 


has often provided dermatologists with a valuable 
record of unusual problems to which reference can be 
made. The tradition was maintained at the international 
congress held in Stockholm in the summer of 1957, and 
the volume under review is an admirable record 
presented with full histories and excellent black-and- 
white illustrations. It has not been possible to include 
much of the valuable discussion that centred round 
many of the problems, but here and there opinions of 
interest have been included. To many who were not 
fortunate enough to attend the congress the volume will 
still contain much of interest, particularly on account 
of the fine illustrations. Affections more common in 
Scandinavia naturally figure prominently, and the 
illustrations of sarcoidosis, tuberculosis, aad Melkers- 
son’s syndrome are especially valuable. The editors are 
to be congratulated on their very fine work. 


J. T. INGRAM. 


NUTRITION AND ATHEROSCLEROSIS 


Jeremiah Stamler, D., and Ruth Pick, in 
illustrated. 37s. éd) London: Henry oe, 1959. 


This monograph is based on a lecture given by Dr. 
Katz to the New England Cardiovascular Society. This 
lecture has been expanded into a review of much of 
the recent work and current thought concerning the 
aetiology, prophylaxis, and treatment of atheromatous 
vascular disease. Many epidemiological studies are 
considered. The relationship between high serum-lipid 
levels and coronary disease is discussed. The influence 
of various dietary fats and hormones on the serum 
lipids in the human and on experimental atherosclerosis 
in the cockerel is described. In addition there are 
several wise and practical dietary recommendations for 
those most likely to develop ischaemic heart disease, 
such as hypercholesterolaemic individuals with a bad 
family history. Few will agree, however, that a low-fat- 
corn-oil diet should be advocated also for obese subjects 
or for patients with hypertension or diabetes. Nor is 
there yet adequate evidence to recommend such a diet 
“for every person who has had one or more clinical 
episodes of atherosclerotic disease, such as angina 
pectoris, myocardial infarction, cerebral and peripheral 
vascular disease.” This little book can be recommended, 
and will interest al! who are concerned with the disease 
which is the chief cause of death in this country. 


M. F. OLIver. 


THE AGE OF SUCCESS 


Young Endeavour. Contributions to Science by Medical 
Students of the Past vy 7 ert By William Carleton 
Gibson, D.Phil.(Oxon.), M.D., ith a foreword by 
Sir Henry Dale, O.M. Pr illustrated. 50s. 
Springfield, Illinois: Charles . Thomas. Oxford: Black 
Scientific Publications. 1958. 


This book is a collection of short biographies of medical 
men who while still undergraduates made some 
noteworthy contribution to science, and the hope is 
expressed that the relation of these youthful successes 
“may be sufficiently interesting to stimulate young 
minds to independent effort and hard thinking.” There 
is little doubt that this hope will be fulfilled. 

When considering scientific achievement we are 
accustomed to regard a man as “too old at 40,” but 
there is no similar judgment as to the lower limit of 
age for important discoveries. It is true that prodigies 
of precocity occur in the world of music and even of 
mathematics, but little important scientific work has 
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been done by anyone under the age of 21. Certainly 
Langerhans described the special cells in the pancreas 
known by his name when he was only 20, and Thomas 
Young was elected F.R.S. when just 21, but these 
exceptions scarcely invalidate the general rule. 

Students with original minds are exceptional and 
rules must be made for the average, so that we think 
the author is a little hard in his _ statement, 
“How often students, the raison d’étre of medical 
schools, are considered to be recurrent nuisances by 
departments exhibiting all the symptoms of decerebrate 
rigidity.” The exceptional student will always find or 
make his opportunity. 

The book contains much interesting and valuable 
information ; for example, many readers will be glad to 
learn that the mother of Vesalius was an Englishwoman 
—Isabella Crabbe. ZacHary COPE. 


NEONATAL PAEDIATRICS 


Neo-natal Paediatrics. Edited by W. R. F. Collis, M.D., 
P., F.R.C.P.1., D.P.H. (Pp. 301+xiii; illustrated. 
30s.) London: William Heinemann Medical Books Ltd. 


This book, which is, with the exception of two chapters, 
exclusively Irish, is a handbook for students. It consists 
of a series of short articles on various aspects of 
neonatal life, and these vary in style and composition so 
that the whole book lacks homogeneity. It gives the 
impression of having been hastily compiled, for there 
are many errors—typographical and others—and the 
references are of the briefest, some of the authors’ names 
being deprived of their initials and others being misspeit. 
The language tends to be conversational rather than 
academic—“ infants . . . should have an intravenous 
infusion going”; “fluids ... should given 
gingerly.” There is also a hyphen-complex, “ neonatal,” 
“newborn,” “intracranial,” “fibrocystic,”’ ‘ subdural,” 
and “antibiotic” being repeatedly mutilated. A 
considerable amount of space is devoted to surgery, 
including details of operations for pyloric stenosis and 
tracheo-cesophageal fistula ; there is also a short chapter 
on anaesthesia. 

With its strong Dublin flavour, this book will 
doubtless be popular with Irish undergraduates, but, on 
the whole, is unlikely to prove indispensable to British 
students. 

WILFRID GAISFORD. 


Authoritative accounts of recent progress in all the main 
branches of medicine are included in the Britannica Book of 
the Year 1959 (Encyclopaedia Britannica Ltd., London, 
5 guineas). In the article on “ Medicine” a description of 
the world-wide epidemic of Asian influenza in 1957-8 and of 
preventive measures against it is followed by a report of 
poliomyelitis immunization and a summary of recent work 
in cancer research. Biographies of interest in the medical 
field include those of G. W. Beadle, J. Lederberg, F. Sanger, 
and E. L. Tatum (Nobel prizewinners), and Sir Macfarlane 
Burnet. 


Dr. Patrick Heffernan, formerly of the Indian Medical 
Service, has written a short but most entertaining 
autobiography —An Irish Doctor's Memeries (Clonmore and 
Reynolds, Ltd., Dublin ; pp. 116, illustrated ; 10s. 6d.). The 
writer recalls his early days in Tipperary and at University 
College, Dublin, his service in India (unfortunately 
terminated by an attack of tuberculosis), and his subsequent 
career in civil practice in England. His book is interspersed 
with some charming verse and illustrated with contemporary 
photographs. 


BOOKS RECEIVED 


Review is not precluded by notice here of books recently received, 


Antibiotic and Sulphonamide Treatment. A Short Guide for 
Practitioners. By A. R. Anscombe, M.S., F.R.C.S., D. B. 
Brown, M.B., M.M.S.A., M.R.C.O.G., and D. M. Davies, 
M.R.C.P. Edited by M. D. Florey, M.D. (Pp. 150+ix. 
10s. 6d.) London, New York, Toronto: Oxford University Press. 
1959. 
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This year is the tenth anniversary of the use of 
cortisone for the treatment of rheumatoid arthritis.’ 
The initial success of the Mayo Clinic team, 
brilliantly led by E. C. Kendall and P. S. Hench, 
was followed by enthusiasm all over the world, to be 
partly quenched by a wave of disappointment when 
it was realized that the effects of this steroid were to 
alleviate but not to cure the disease, and the price 
for doing so was exacting. Yet cortisone and 
cortisone-like steroids continued to be used in 
increasing amounts. Second only to antibiotics, they 
have become one of the biggest items in the drug bill 
of hospitals. Their cost, their complications, and 
doubts about their long-term benefits prompted a 
series of prolonged controlled clinical trials, organized 
by a joint committee of the Medical Research Council] 
and Nuffield Foundation, and now this year also sees 
the publication of the first of these trials to show a 
significant continued advantage for this form of treat- 
ment in rheumatoid arthritis.’ 

In an earlier trial which had compared cortisone 
with aspirin, the immediate advantages of steroid 
treatment were obvious: but as time passed the 
differences dwindled so that at one year*® and again 
at two years‘ * the two groups of patients had done 
equally well or badly. The impression gained then 
was that cortisone was better avoided in the treatment 
of the majority of patients with rheumatoid arthritis, 
since it offered no significant long-term advantage and 
toxic effects could be unpleasant and even fatal. 

Cortisone itself, however, was already obsolescent 
at the time of publication of these reports, having 
been largely replaced by prednisolone, a close 
chemical relative with less tendency to cause retention 
of salt and water. The next two trials tested 
prednisolone. The first of these* confirmed that it 
was to be preferred to cortisone in the treatment of 
rheumatoid arthritis. The second’ was reported by 
J. H. Kellgren at a recent meeting of the Heberden 
Society which marked the hundredth anniversary of 
1 Hench, P. S.. Kendall E. C., Slocumb, C. H., and Polley, H. F., Proc. Mayo 
Trials om Cortisone, other Therapeutic Measures 
jhid... 1957, 2, 199. 


T Williams, R.S , Lancet, 1959, 1, 698. 
® Neustadt, D. H., J. Amer. med. "Ass, 1959, 170, 1253. 


the Devonshire Royal Hospital at Buxton. The 
report compared prednisolone with other (non- 
steroid) analgesics. Eighty-four patients with early 
rheumatoid arthritis had been entered for the trial, 
of whom seven had been lost through death or 
default at the time of the two-year assessment. 
Forty-one of the remainder had been randomly 
allocated to prednisolone and 36 to other remedies. 
As expected, the patients treated with steroid obtained 
greater benefit in the first few weeks of treatment, but 
this time the advantage remained. Both at one year 
and two years the prednisolone-treated patients had, 
on average, less disability, a greater feeling of general 
well-being, and, even more important, a lower 
incidence of destructive joint changes on radiography. 
One unexpected adverse effect in the prednisolone- 
treated group was that the average titre in the sheep- 
cell agglutination test rose over the two years. 
During the trial the average daily dose of prednisolone 
(which was kept to the minimum necessary to control 
the disease) was reduced from 17.4 mg. to 10 mg. Of 
eight patients receiving 20 mg. for at least three 
months, no fewer than five developed serious compli- 
cations (peptic ulcer, psychosis). 

To conclude from the results of this trial that 
patients with rheumatoid arthritis should now all be 
treated with about 10 mg. a day of prednisolone 
would be going too far. Kellgren was against 
encouraging the widespread use of prednisolone at 
present. In his view not enough time had elapsed to 
assess the real dangers of this form of treatment. 
Long-continued prednisolone treatment resulted in 
“ pharmacological adrenalectomy.” The hazards of 
this were unknown, but almost certainly not 
inconsiderable. Moreover, he was disturbed by the 
rise in the titre of the sheep-cell agglutination test in 
the patients on prednisolone. A high titre was 
usually held to herald a poor prognosis, and patients 
might be storing up more trouble for themselves later 
on. He drew an analogy with syphilis and the 
Wassermann reaction: one would not be happy if a 
patient had a more strongly positive W.R. under 
treatment for syphilis even if he were feeling fine. 

Another relevant point is that these trials 
necessarily refer to groups of patients. Whatever the 
average result to the groups, there were many 
examples of individual patients who did well on 
simple analgesics, so that each doctor must decide for 
each individual patient. The findings of the joint 
committee thus need to be taken into consideration 
but cannot dictate the “correct” treatment. It is 


as well also to remind ourselves that treatment in 
rheumatoid arthritis, as in any chronic disease, does 
not come entirely out of a bottle. Good general care 
and supervision, sympathetic handling, and the 
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treatment and prevention of complications and 
deformities—these remain of fundamental importance 
whatever antirheumatic tablets are given. Perhaps 
the most important lesson from the study is that of 
the dangers of high dosage. If prednisolone is to be 
used for prolonged treatment, every effort should be 
made to keep the dose as low as possible, preferably 
10 mg. a day or less. 

Since the joint committee undertook the assessment 
of prednisolone, three further drugs, derivatives of 
hydrocortisone, have been produced, each accom- 
panied by claims for its superiority. Triamcinolone 
has already shown itself unsuitable for routine use in 
rheumatoid arthritis. It causes loss of weight and 
sometimes muscular weakness, amounting at times 
to a destructive myopathy.’ Methyl prednisolone and 
dexamethazone, however, would appear to merit 
careful testing by the method of the controlled 
clinical trial. Unfortunately it takes at least two years 
to evaluate a drug, and new steroids are appearing at 
the rate of one a year. Nevertheless, this method, 
though slow, must continue to be used. The design 
of the trial and the random allocation of patients to 
established treatment or to new treatment gives some 
guarantee that the results will be repeatable for any 
similarly selected group of patients. 

A somewhat different approach to the comparison 
of corticosteroids in rheumatoid arthritis was that of 
D. H. Neustadt.* Patients were treated with one 
steroid, and, when a dosage had been found which 
gave stable control of symptoms, were changed to 
another steroid in a dosage found by trial and error 
to give the same effect. From this study, methyl 
prednisolone emerged as one of the least liable to 
cause toxic effects for any given degree of improve- 
ment. However, no one preparation emerged as 
consistently superior, and there was considerable 
idiosyncrasy in response. 

Adrenocortical steroids are clumsy weapons with 
which to tackle rheumatoid arthritis. We can only 
hope that the next 10 years will see the discovery of 
a specific cure for this increasingly prevalent disease. 


GUIDANCE OR TREATMENT 


“The committee much regrets that the Ministries 
have not accepted the advice’ tendered to them by the 
Council of the Association when the circulars were 
drafted.” This and other comments of the 
Psychological Medicine Group Committee of the 
B.M.A. on the latest official circulars?* on child 
guidance have a familiar ring. The committee 
“ deprecates the perpetuation of the bias towards the 
educational aspects of the problem and the failure to 
emphasize the importance of relating child psychiatry 

D 


to the general body of psychological medicine.” 
Child psychiatrists, according to the circulars, should 
work in “child-guidance clinics,” and, “as the 
committee (on maladjusted children) said, the term 
child guidance in the broadest sense is synonymous 
with education itself and is a process in which parents 
and teachers are constantly engaged.””* 

These circulars exhibit the same bias which led the 
Royal Medico-Psychological Association to make a 
similar criticism* of the Report of the Committee on 
Maladjusted Children.* An educational bias in such 
a committee was understandable: it was appointed by 
the Minister of Education and restricted by its terms 
of reference to “problems relating to maladjusted 
children with reference to their treatment within the 
educational system.” What is not understandable is 
that the recommendations of a departmental com- 
mittee with educational terms of reference should 
have been accepted by the Ministry of Health as a 
sound guide to the future development of that part 
of the work of the National Health Service which is 
concerned with child psychiatry, despite the protests 
of the branch of the medical profession chiefly 
concerned. It was against this attitude that the Royal 
Medico-Psychological Association’s criticism was 
directed, and against the confusion caused by the 
report’s failure to distinguish between “child 
guidance,” on the one hand, and “ the investigation, 
diagnosis, and treatment of disturbances in 
childhood which,” the R.M.P.A. advised, “it would 
be more appropriate to speak of as child psychiatry.” 
The Ministry of Health’s recent circulars do not even 
mention the terms “child psychiatry” and “ child- 
psychiatric clinic,” yet many previous reports have 
urged that a clear distinction should be made between 
child-guidance centres as an activity of the education. 
authority and child-psychiatric clinics as part of 
the treatment services of the N.H.S. As G. R. 
Hargreaves* has written, “ The educational clinic is 
completely detached from the medical and biological 
sciences, and its relationship to the social sciences 
is largely restricted to educational theory and 
educational psychology.” 

The White Paper’ on educational reconstruction, 
issued before the National Health Service Bill was 
drafted, stated: “ When this stage [i.e., the setting up 
of a comprehensive health service] has been reached 
it will no longer be appropriate for the local 
Ministry of Education Child Guidance. on the “ Report 

of the Committee on Maladjusted Children.” 


Report of the Committee on Maladjusted Children, 
* Hargreaves, G. R., Psychiatry and the Public Health, 1958, Oxford University 
Press, London. 
7? Ministry of Education, Education Reconstruction, 1943, H.M.S.O., London. 
aw and the Mental Health Services, 1946, Oxford University Press, 
ondon. 
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education authority to provide treatment.” The 
Feversham Committee* made a olear distinction 
between the guidance functions of the clinics of 
education authorities and Health Service clinics, 
which “should handle problems of abnormal 
behaviour which call for treatment,” and stressed the 
importance of Health Service clinics being in close 
relationship to hospitals. This distinction between 
guidance and treatment was an essential principle of 
the pattern of organization proposed in the Blacker 
Report,* and at that time the demarcation was 
apparently clear to both the Ministries concerned. 
Blacker stated: “The Ministry of Education have 
decided to call the first type of place, established 
under the education authority, a_ child-guidance 
centre, and the second, incorporated in the Health 
Service, a child-psychiatric clinic.” From the outset 
the Ministry of Health has blurred this distinction, as 
it still does in the recent circular, which says: “It 
was envisaged that the child-guidance service would 
take two forms—child-guidance clinics provided 
by hospital authorities and child-guidance centres 
provided by the local education authority, each 
having a different bias and referring some children to 
the other. But the service has not developed along 
these lines and this conception of child guidance is 
now formally abandoned. . . .” 

As Blacker pointed out when discussing the 
problem of distinguishing between the functions of 
the child-guidance centre and the child-psychiatric 
clini, “ A general idea of the difference is implied in 
the terms ‘ guidance’ and ‘ psychiatric.’ Unless the 
Ministry of Health can grasp the difference between 
child-psychiatric clinics which provide investigation, 
diagnosis, and treatment, and child-guidance centres 
which carry out an activity which “in its broadest 
sense is synonymous with education itself,” it will 
continue to be criticized for favouring the educational 
rather than the medical view on this problem. 

The Psychological Medicine Group Committee of 
the B.M.A. hopes “ that the regional hospital boards 
will not be deterred by the circulars from building up, 
wherever necessary, adequate departments of child 
psychiatry as part of the hospital service, particularly 
through the development of out-patient clinics at 
general and paediatric hospitals.” One might also 
hope they will not follow the Ministerial practice of 
confusing the issue by referring to the out-patient 
activities of their child-psychiatric clinics as “ child- 
guidance clinics.” Only if these hopes are fulfilled 
will children with disturbances of behaviour who are 
in need of “ investigation, diagnosis, and treatment at 
a child-psvchiatric clinic” rather than “ guidance ~ 


be provided with the specialist treatment services 
which were recommended for them 15 years ago. 


GUIDANCE OR TREATMENT 
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HYALINE MEMBRANE 


Hyaline membrane has been known for many years as 
a cause of death during the first days of post-natal life. 
Among its many synonyms are resorption atelectasis, 
vernix membrane, asphyxial membrane, hyaline 
atelectasis, and desquamative anaerosis. Infants who 
develop the condition usually breathe spontaneously 
at birth and appear normal for the next hour or more ; 
thereafter they become progressively cyanosed and 
breathe with increasing difficulty. Some recover, but 
the majority die in a few hours or days from what 
appears clinically to be an obstructive respiratory 
disease with greatly impaired expansion of lungs. 

At necropsy the lungs are the size of the expanded 
lungs of a child of the same age and development, but 
they are solid, dark red in colour, and contain little 
or no air except in the proximal parts round the 
hilum ; they have been likened to liver in appearance. 
Histological examination reveals a characteristic 
resorption atelectasis with intense congestion and 
oedema. If death has occurred within six hours of 
birth, little or no membrane may be visible, but 
after this time it is usual to see homogeneous eosino- 
philic material both in the alveolar ducts and spread 
out as a membrane of varying thickness lining the 
walls of ducts and alveoli.’* The longer the child 
has survived the greater tends to be the extent of the 
membrane, and it has been suggested that hyaline 
membrane, intra-alveolar haemorrhage, and pul- 
monary oedema should be considered together as 
“ pulmonary syndrome of the newborn.” It appears 
to be spread by the respiratory movements, for 
hyaline membrane is not seen in stillbirths, in which 
respiration has not occurred. 

The condition is not generally considered an 
inherited one, though it has occurred in more than 
one child in a family. Neither is it associated with 
gross anatomical abnormalities in the lungs, for E. L. 
Potter has shown that, while the lung cannot be 
further re-expanded by introducing air into the 
bronchi, if fluid is introduced the alveolar spaces fill 
and the lung can be seen to be normally developed. ' 
Certain factors are known to predispose to the 


Potter, E. Pathology of the Fetus and the Ne whorn, 1952, p. 24), Chicago 
® Farber, S., and Wilson, J. L., Arch. Path. (Chicago), 1932, 14, 437. 

3 Claireaux, A. E., Postgrad. med. J., 1954, 30, 338. 

* Bound, J e ‘Butler, N.R., and Spector, W.G., Brit. med. J., 1956, 2, 1191 
* Claireaux, A.E , Lancet, 1953, 2, 749. 

* Silverman, W. A., and Silverman, R. H., ibid., 1958, 2, 588. 

7 Avery, M. E., and Drolette, M., . x 1958, 2, 960. 

® Tran-Dinh-De and Anderson, G. , Obstet. gynec. Surv., 1953, 8, 1 
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development of the membrane. It is more common 
in premature infants. In A. E. Claireaux’s series*® the 
highest incidence was in the babies weighing between 
1,000 and 1,500 g., but other workers‘ * consider that 
the more premature the child the greater the risk. It 
is more common after caesarean section’ and in 
association with maternal diabetes.* It has been 
described in infants nursed in an atmosphere rich in 
oxygen,’ but is said not to occur if the humidity is 
raised." Of these factors, prematurity is the most 
significant. 

Early workers considered the condition to be a 
pneumonia,*° but antibiotics have not improved the 
prognosis. Formation of membrane is not confined 
to the neonatal period, being found in other respir- 
atory diseases later in life, and J. Tregillus'’ suggested 
that it might consist of necrosed and hyalinized 
bronchial epithelium. This idea is supported by 
R. A. Barter,’* who believes that it is found in 
respiratory bronchioles but not in alveolar ducts or 
alveoli, and that the necrosis may be associated with 
immature epithelium or incompletely developed 
alveolar units. Others?*’* regard it as formed 
from inhaled amniotic fluid which may contain both 
vernix and meconium. There is no doubt that vernix 
squames may be present in the hyaline material, but 
the normal bronchial tree before birth contains at 
least some fluid in direct continuity with fluid in the 
amniotic cavitv. If inhalation of amniotic fluid is the 
principal cause of the membrane, it is presumably 
brought about by respiratory movements before and 
during labour, owing to foetal anoxia, in which case 
it is hard to see why respiratory embarrassment rarely 
occurs until an hour or so after birth, and why so 
little fluid can usually be aspirated from the trachea. 
The most widely accepted opinion is that the 
hyaline material is largely fibrin.**** It is true that 
the usual histochemical stains for fibrin are negative, 
but so they are in many pneumonias. Recently D. 
Gitlin and J. M. Craig’*® have treated frozen sections 
of lungs containing hyaline membrane _ with 
fluorescein-labelled antiserum to human fibrin and 
obtained positive results. Electron microscopy also 
suggests that the material is fibrin.’’ It seems possible 
that, perhaps as a consequence of inadequate aeration 
in a premature infant, anoxia develops ; this damages 
the pulmonary capillaries, and a fluid rich in 
fibrinogen then leaks into the alveolar spaces. From 
this, fibrin clot may form, a mechanism which may be 
potentiated by the presence of a thromboplastin in 
inhaled amniotic fluid. The fibrin material may then 
obstruct small aiveolar ducts, making respiration 
difficult, and the increasing respiratory movements 
force the clot into the form of a lining membrane 
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199° 
along alveolar walls. Such a mechanism conforms 
with the clinical findings, for the pulmonary oedema 
and fibrin clot would presumably take a little while 
to develop. . 

In this connexion some interesting work has come 
from J. Lieberman.'* He postulates that human 
beings normally have a fibrinolytic mechanism con- 
sisting essentially of an active circulating enzyme, 
fibrinolysin, derived from the interaction of an 
inactive precursor, profibrinolysin, with an activator 
in blood or another tissue. Tissue activators have a 
local function and are capable of removing fibrin 
deposits from tissue parenchyma. Lieberman’s 
findings indicate that many infants with hyaline 
membrane are either deficient in tissue activator or 
have tissue-inhibitor substances present. This work. 
if confirmed, suggests that, of the many infants who 
must be exposed to the risk of forming hyaline 
membrane, the majority may lyse their own intra- 
alveolar clots as they are formed ; the minority, who 
lack the activator or possess an inhibitor, would be 
liable to form hyaline membrane. 


HOME HELP FROM THE HOSPITAL 


A recent report! of the World Health Organization's 
Expert Committee on Organization of Medical Care 
describes how hospitals in many parts of the world are 
increasingly providing “ambulatory and domiciliary 
medical care.” This expansion of hospital services is 
particularly useful in countries without a compre- 
hensive system of medical care, but it is also taking 
place in medically advanced countries. 

One of the outstanding examples of a hospital under- 
taking a complete service is the Montefiore Hospital, 
New York. Here, under a_ health-insurance plan, 
doctors based on the hospital provide medical care in 
the home as well as in the hospital for some 25,000 
people, each doctor, having a panel of from 1,200 to 
1,500 patients. A special feature of this experiment is 
that all the general practitioners are of consultant 
status: they are each associated with a social worker 
and a health visitor as a team, and it is claimed that the 
preventive medicine practised by these hospital-based 
teams is of the same high standard as their curative 
work. Another system of comprehensive medical care 
has been developed in Puerto Rico, where health centres 
containing hospital beds provide limited in-patient 
treatment and public-health and domiciliary services. 
The public-health nurse will one day be caring for 
patients in the ward and on another day visiting patients 
in their homes. Thus complete co-ordination of services 
is achieved, since the same personnel provide hospital. 
domiciliary, and preventive care. 

The introduction of domiciliary visits by consultants 
in Great Britain is one of the outstanding medical 
advantages attributable to the National Health Service. 


| Wid Hlth Org. techn. Rep. Ser., No. 176, 1959. Geneva. 
2 Hilson, D., Brit. med. J. Suppl, 1959, 2. 187. 


rs as 
life. 
asis, = 
line 
who 
usly 
re ; 
and 
but 
hat 
ory 
Jed 
but 
ttle 
ce. a 
tic 
nd 
of 
ad 
he 
he 
aS 
rs 
h 
l 


1394 Dec. 19, 1959 
the benefits it has brought being out of all proportion 
to the cost. In many parts of the United Kingdom 
hospital physicians caring for old people—specialists in 
geriatrics—visit all patients referred to them by general 
practitioners in order to assess their needs for hospital 
or domiciliary care. The Expert Committee of W.H.O. 
was in favour of any scheme which enabled old people 
to be looked after in their own homes. This usually 
means additional visits by the general practitioner and 
the provision by the local health authority of domestic 
help, home nursing, and occasional transport to 
hospital. The purse which provides these services is not 
the same as that providing the hospital service, and to 
pretend that this does not make for organizational 
difficulties is to ignore the realities of the situation. 

One of the fields of medical care in which the hospital 
has a close interest is midwifery. In England the 
maternity hospitals are very short of midwives. The 
domiciliary midwifery service conducted by the local 
authority is hard-pressed to provide its midwives with 
enough cases to make their job worth while. To match 
these two requirements has so far been beyond the wit 
of the bodies concerned, though elsewhere in this issue 
(p. 1364) Mr. G. W. Theobald describes the remarkable 
success of the “combined maternity scheme” in 
Bradford, a city which has gained outstanding benefit 
from the willingness to co-operate of all those engaged 
in the practice of midwifery. In the care of sick 
children at home the hospital may also have a part 
to play. There have been two or three successful 
experiments in Britain in which the general practitioner, 
local health authority, and hospital have combined to 
provide nursing, consultant, and general-practitioner 
services in the child’s home. A scheme whereby general 
practitioners are appointed to clinical assistantships in a 
hospital paediatric department has also had a promising 
beginning, as Dr. D. Hilson* showed in last week's 
Supplement. Another extension of hospital work has 
come with the advent of day hospitals, “ half-way 
houses,” and night hostels. Mentally ill patients and 
old people are being admitted to hospital in increasing 
numbers for the day, returning to their homes at night 
and for week-ends. This is certainly “ ambulatory ” 
care and is also preventive medicine. 

In all these schemes the general practitioner must be 
brought in if treatment is to be effective and continuous. 
There are some outstanding examples of co-operative 
effort in Britain, but they have depended often on the 
determination and energy of individuals. The branches 
of the National Health Service may have moved a little 
closer recently, but they are still too far apart. 


STRESS AND PEPTIC ULCER 


It is well established that acute or chronic physical or 
emotional stress initiates a train of events that stimulate 
the adrenal cortex to secrete a variety of steroid 
compounds.' This effect can be closely simulated by 
the repeated administration of corticotrophin which 
elicits many of the same responses as those of sustained 
alarm.? The presence of acute peptic ulceration has 


been shown to be an integral and prominent part of 
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the alarm reaction in response to a variety of emotional, 
traumatic, or infective agents. The first references to 
the association were made by Curling,’ who in 1842 
described acute duodenal ulceration following extensive 
burns. Stewart‘ in 1923, on the basis of his extensive 
necropsy studies, emphasized that acute peptic ulcera- 
tion occurred most commonly in association with 
infection, malignant disease, and trauma. Similar 
correlations were noted by Straub and Schornagel® on 
the basis of necropsy studies in Rotterdam, and these 
workers were also able to show a striking increase of 
the frequency of acute peptic ulcer lesions between 1940 
and 1956, which they attributed to wartime stresses and 
latterly to the advent of steroid therapy. The relation 
of peptic ulceration to prolonged emotional stress is 
well documented® and is perhaps most dramatically 
shown by the significant increases in perforated peptic 
ulcers in London,’ Glasgow,* and in Scandinavia‘ 
during ‘ >.vy air-raids in these areas. The considerable 
increas. of dyspepsia in the armed Forces during the 
secona world war was another manifestation of this 
trend.'® Other stress factors likely to induce ulceration 
are infection, cachexia, fatigue, anoxia, operation, 
shock, and intracranial lesions. The exacerbation of 
symptoms or the production of complications of peptic 
ulcer during steroid therapy is a common clinical 
experience.'' 

The mechanism by which stress ulceration is induced 
is unknown. Increased acid and peptic secretion 
mediated by a hormonal mechanism through the 
hypothalamic-—pituitary—adrenal-gastric axis has been 
suggested by Gray and his co-workers,'' and 
Cushing’s'* report of acute erosions, perforation, and 
hypersecretion following hypothalamic operations has 
raised the question of damage or stimulation to a direct 
neural pathway through the vagus. While there may 
be room for one or both of these mechanisms, evidence 
particularly of the effect of steroid therapy on gastric 
secretion is conflicting, as is indeed the réle of hyper- 
secretion in the production of peptic ulcer itself. An 
alternative view of the production or exacerbation of 
ulcers by steroid therapy or stress has been put forward 
by Drye and Schoen,'* who feel that the depression of 
the normal healing process of tiny erosions which may 
form from time to time in normal subjects may occur. 

Elsewhere in this issue (p. 1362) Dr. I. M. Breckenridge 
and his co-workers again draw attention to this problem 
by reporting the development of acute ulcers in six 
subjects exposed to stress of different types, including 
trauma, infection, cerebral haemorrhage, and operation ; 
every case was fatal, five of the patients dying from 
haemorrhage. The possibility of gastric complications 


Selye, clin. Endocrinol., 1946, 6, 117. 
— Physiology and Pathology of Exposure to Stress, Montreal, Acta Inc., 
950. 


® Curling. T. B., Med. chir. Trans., 1842, 25, 260. 
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Blakiston Company, 1945. 
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should not be forgotten in the management of the 
patients exposed to stress who at the same time are 
unable to use food as a buffer against any increases 
in gastric acidity. Breckenridge and his colleagues 
suggest that antacid therapy might be a reasonable way 
of safeguarding such patients against this alarming 
complication. 


DISPUTE ABOUT ADVERTISEMENT 


No doubt for good reasons the Family Doctor 
Committee decided to take the most unusual course 
of asking the permission of Council to publish an 
advertisement in the magazine and also in its associated 
publication “ Getting Married.” The fact that this item 
was on the Council agenda, marked “ private and 
confidential.” was disclosed in the Sunday Express of 
December 6, four days before the Council met. The 
advertisement was for the Family Planning Association, 
and the Sunday Express claimed to know of a mounting 
opposition to the publication of this advertisement from 
Roman Catholic doctors, because of the opposition of 
the Roman Catholic Church to contraception. It is 
difficult to understand the source of this information, 
because the projected advertisement was known only to 
the Family Doctor Committee, the members of Council, 
the B.M.A. staff, and the Family Planning Association. 

The Family Doctor Committee had full power to 
accept or reject the advertisement without any reference 
to Council. Council, thus faced with having to make 
a decision in the light of a modern-day version of the 
Gunpowder Plot, was put into an embarrassing position. 
Whatever decision it took would cause trouble. 
The Times has led the way by taking the B.M.A. to 
task for doing what it has done. Senior members of 
Council no doubt recalled that during the war the 
Central Council for Health Education, backed by 
Government money and encouragement, sought in the 
interests of the public health to publish an advertisement 
in the national press with the slogan “ Always wash 
your hands after using the W.C.” The Times, along 
with other members of the Newspaper Proprietors’ 
Association, refused to publish it. The Scottish 
newspapers, made of sterner stuff, published the 
advertisement and thus helped the medical profession in 
its attempts to control intestinal infection. However 
misguided The Times was in its decision, it had the 
perfect right to refuse the advertisement. The B.M.A. 
also has the perfect right to refuse to publish in a 
magazine which goes direct to the public an 
advertisement which in effect advocates contraception. 

It could well be argued that married couples wanting 
advice about contraception should go to their own 
doctors for this, or to hospital clinics. And in giving this 
advice doctors themselves can undoubtedly get valuable 
help from the Family Planning Association, which is a 
responsible body presided over by a distinguished and 
high-minded physician. The point at issue is what kind 
of information the B.M.A. should sponsor through the 
activities of a popular health magazine which goes to 
the public over the imprint of the B.M.A. Evidently 
the Family Doctor Committee had some doubts on this 
score or it would not have sought the Council’s advice. 


POLYOMA VIRUS 


An outstanding development in recent cancer research 
has been the description by S. E. Stewart and her 
co-workers at the National Cancer Institute, Bethesda, 
and by others of “ polyoma” virus—a filterable agent 
recoverable from many leukaemic and other tissues and 
capable both of multiplying in tissue cultures (to which 
it is cytopathogenic) and of evoking a wide variety of 
tumours in very young mice, hamsters, and rats. 
Elsewhere in this issue (p. 1359) G. Negroni, R. 
Dourmashkin, and F. C. Chesterman, from _ the 
laboratories of the Imperial Cancer Research Fund, 
now describe a virus with similar properties, in this 
case isolated from the spleen of an AK mouse with 
spontaneous lymphocytic leukaemia by inoculation of 
cells into young cultures of trypsinized embryos from 
C3H or C57 mice. Again the agent is propagable in 
vitro by inoculating further cultures with infective fluid 
at a dilution of 10°, or with filtrates: and the authors 
also describe the changes which follow the parenteral 
injection of such cell-free media into newborn C3H 
mice or into golden hamsters up to 5 days of age. In 
the hamster haemorrhagic lesions are prominent, with, 
in addition, multifocal sarcomata of the kidney and 
heart—these appearing within the short space of 28 
days. It is curious that cell-free extracts of the hamster 
tumours are not infective for newborn or adult 
hamsters, although polyoma virus can be shown to be 
present by other means. A feature of the report by 
Negroni and his colleagues is the electron-microscopic 
study of cells from infected cultures, revealing 
characteristic particles both intranuclear (where they 
are similar to those described by others as polyoma 
virus) and, to a less extent, cytoplasmic. Such particles 
are absent from control cultures, and their association 
with infectivity is thus to be inferred. 

Discovery of the polyoma virus was largely the direct 
outcome of the devoted labours over many years of 
Ludwik Gross,! who surveyed recent research in this 
field in a paper published in this Journal last year.* 
When Gross first described the induction by a cell-free 
agent of leukaemia in strains of mice not otherwise 
prone his findings were received with caution and, 
indeed, incredulity. They have now, however, been 
confirmed in the main, and there is no longer much 
debate or disagreement on the central facts. The chief 
doubts concern questions of interpretation—what 
significance the facts may have for natural causation, 
especially of leukaemia in man, and whether the 
mechanisms involved are infective in any classical 
sense or have their basis in immunological tolerance 
or perhaps in some other biological principle so far 
unknown. Meantime it is not beyond the bounds of 
conjecture that these agents produce alterations in 
cellular heredity not differing fundamentally from those 
brought about by chemical and physical carcinogens. 
Whatever final pattern may emerge, we see here an 
actively growing body of new knowledge to which the 
present paper is a valuable addition. 


1 Gross, L., Cancer Res., 1958, 18, 371. 
2 —— Brit. med. J., 1958, 2, 1. 
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GONORRHOEA AND OTHER VENEREAL DISEASES* 


A. J. KING, F.R.C.S. 


Senior Physician, London Hospital Clinic for Venereal Diseases 


As with syphilis, so the treatment of the other venereal 
diseases has been revolutionized by the introduction of 
new remedies, particularly the antibiotics. From the 
patient's point of view the benefits have been 
considerable, but the new methods of treatment bring 
their own problems, not the least of which is the ready 
assumption by the patient, and sometimes by the doctor, 
that rapid subsidence of symptoms means cure. 


GONORRHOEA 
Resistance to Antibiotics 


The gonococcus proved remarkably susceptible in vitro 
to most antibiotics. Penicillin has been the remedy of 
choice, and, until recently, there was no convincing evi- 
dence, in vitro or in vivo, that strains of gonococci were 
becoming resistant to it. A single small intramuscular 
dose of a long-acting preparation of penicillin, such as 
300,000 units of the procaine salt in watery suspension or 
in oily suspension with 2% aluminium monostearate 
proved effective in well over 90% of the cases. Since 1956, 
however, a small but increasing number of patients with 
acute gonorrhoea have continued to show gonococci in 
the secretions after this treatment or have relapsed 
within a few days of apparently successful treatment. 
It has been shown (King, 1958 ; Cradock-Watson et al., 
1958 ; Curtis and Wilkinson, 1958) that in most of these 
cases the gonococci are relatively insensitive to penicillin 
in vitro. Up to the present, these resistant cases have 
responded promptly to single intramuscular injections 
of 1 g. of streptomycin. In Liverpool, however, where 
for some years past the routine treatment for acute 
gonorrhoea has been a single intramuscular injection of 
0.5 g. of streptomycin, there is clinical evidence of a 
small but increasing incidence of resistance to this 
treatment (Alergant, 1958). So far, no attempt has been 
made to confirm this finding in vitro, but the clinical 
evidence is strong. 

The evidence that strains of gonococci were becoming 
resistant led Cradock-Watson ef al. (1958) to increase 
the routine dose of penicillin for the treatment of 
gonorrhoea to a single injection of 600,000 units of 
procaine penicillin. Curtis and Wilkinson (1958) have 
similarly recommended that the routine dose should be 
increased to 600,000 or 1,200,000 units of procaine 
penicillin. They also suggested that efforts should be 
made to devise a preparation of penicillin which would 
give a blood level of not less than | unit per millilitre 
for not less than twenty-four hours and preferably for 
not much longer, to reduce the possibility of long-lasting 
low levels of penicillin producing more resistant strains 
of gonococci or asymptomatic carriers. These 
suggestions may help to meet the immediate situation, 
but it seems highly probable that unless some new and 
more radical policy can be devised, based on further 
studies of the gonococcus and its sensitivities, penicillin 
may, like the sulphonamides, become an _ ineffective 
remedy for gonorrhoea. 


*Drugs in the treatment of syphilis were discussed by Mr. King 
in the Journal of February 
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New Cases 


At present, the clinician would be well advised to 
treat new cases of gonorrhoea with single intramuscular 
doses of 600,000 units of procaine penicillin or 1 g. of 
streptomycin, and to use the other drug without delay 
if the one chosen fails to produce the desired effect. 
Streptomycin has some advantages over penicillin in 
that even in small doses there is some danger that 
penicillin may suppress the early signs of incubating 
syphilis. However, early syphilis is now so uncommon 
in Great Britain that the danger is not great, and 
furthermore streptomycin has the disadvantage that it 
is reputed to be a drug to which organisms soon become 
resistant. 

Penicillin by Mouth 


This has proved effective in the treatment of 
gonorrhoea, but, of course, provides no solution to 
the problem of penicillin-resistance. Buffered penicillin 
was effective only if the patient adhered to a complicated 
treatment plan. Benzathine penicillin given by mouth in 
single doses of up to 4.8 mega units proved of little value 
in the treatment of gonorrhoea, and, in the light of the 
experiences described by Curtis and Wilkinson (1958), is 
contraindicated because of the likelihood that it will 
encourage penicillin-resistance. 

Phenoxymethyl penicillin (penicillin V) is less affected 
by the hydrochloric acid of the gastric secretions, and. 
when given by mouth, gives higher levels of penicillin 
in the blood of longer duration than these preparations 
of penicillin. Sheil (1956) obtained excellent results 
from the treatment of 25 patients suffering from acute 
gonorrhoea with doses of 400,000 units of this 
preparation given three times daily for three days. 
Willcox (1958) also obtained good results by giving 2 or 
3 mega units of penicillin V by mouth in one: or two 
doses to 33 white patients. The results with similar 
treatment in the cases of 52 coloured patients were 
much less satisfactory. 

Penicillin given by mouth is thought to be less likely 
to give serious sensitivity reactions. However, it has the 
disadvantages that, with less intelligent patients. oral 
medication is always uncertain and those who are 
disappointed in their expectation of injections may seek 
treatment from unorthodox sources. 


Streptomycin 

Streptomycin is effective in the treatment of 
gonorrhoea and has the advantage that there is no 
danger that it may mask incubating syphilis. Good 
results can be obtained by single intramuscular injections 
of 1 g. Odd cases of streptomycin-resistance have been 
reported in Great Britain and elsewhere, and, as already 
described, there is evidence from Liverpool, where 
streptomycin has been the routine remedy for some 
years, that it has increased. 


Other Antibiotics 


Chloramphenicol, chlortetracycline, oxytetracycline. 
tetracycline, erythromycin, and spiramycin are al! 
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known to be effective in the treatment of gonorrhoea. 
Chloramphenicol, though shown to be effective by 
several workers (Brett, 1953 ; Barrett and Burton, 1953 ; 
Butler et al., 1952), is probably best avoided because its 
liability to cause toxic effects may be enhanced in 
patients who withhold a history of previous treatment. 
There seems little to choose between the tetracycline 
drugs. Metzger et al. (1954) gave 1.5 g. of tetracycline 
in three doses of 500 mg. at intervals of six hours, with 
good results. Willcox (1954) obtained good results with 
oxytetracycline by giving 1 g. by mouth followed by 
four doses each of 250 mg. at intervals during the 
succeeding 24 hours. Intramuscular injections of 3 to 
6 doses of 200 mg. of tetracycline were also effective 
(Perkins et al., 1955), but the injections caused so much 
local discomfort that they could not be recommended 
for routine use. This disadvantage appears to have been 
overcome by a more recent preparation of the same drug 
(achromycin). With erythromycin Gable et al. (1953) 
obtained good results by giving 2 g. by mouth in either 
single or divided doses. Claims have also been made 
for combining erythromycin by mouth (2 g.) with triple 
sulphonamide by mouth (3 g.) (Marmell ef al., 1955), 
but the evidence that this method holds any advantage 
over erythromycin alone is not convincing. Spiramycin 
has proved effective in multiple doses by mouth, totalling 
4+ to 12 g. in | to 2 days, and in single doses of 3 to 4 g. 
(Willcox, 1956). 


CHANCROID 


This is not a common disease in Britain and its 
incidence is limited mainly to seaports. It responds 
satisfactorily to sulphonamides, streptomycin, chlor- 
amphenicol, and the tetracycline group of drugs. 


Sulphonamides 


Good resuits have been obtained with sulphathiazole 
and sulphadiazine ; one successful method is to give 
an initial dose of 2 to 4 g. followed by | g. four times 
daily until healing is complete or nearly so. The local 
application of sulphonamides is not to be recommended 
because of the danger of sensitization with potentially 
severe effects. 

Suppurating buboes may need to be aspirated, perhaps 
on several occasions, and free local drainage from the 
chancroidal sores is very important. 


Antibiotics 


_ Streptomycin intramuscularly has given good results. 

Asin (1952) gave 1 g. daily for five days, which was 
sufficient in 93% of his cases. The remaining 7% 
required additional amounts from 3 to 5 g. Chlor- 
tetracycline was used successfully by Asin (1952), 
Mendell et al. (1954), and Paparella (1954), oxytetra- 
cycline by Mendell ef al. (1954), and tetracycline by 
Marmell and Prigot (1954). Asin gave 750 mg. of 
chlortetracycline every 12 hours for three days, but 
most others have obtained good results by giving these 
drugs in dosage of 250 mg. four times daily for four 
days or more. 

The tetracyclines have the disadvantage that they may 
mask the early signs of syphilis, and, in view of the 
fact that sulphonamides and streptomycin appear to be 
just as effective and are much less expensive, they are 
the remedies of choice in these cases. Deacon et al. 
(1956) claimed excellent results in the prevention of 
experimental chancroids by the application of 
chloramphenicol cream. Asin (1952) gave  chlor- 


amphenicol by mouth in dosage of 750 mg. every 12 
hours for three days, with success in the treatment of 
8 out of 10 established cases. 


LYMPHOGRANULOMA VENEREUM 


Sulphonamides have given fairly good results in the 
treatment of this disease in its early stages. Initially 
considerable claims were made for the tetracycline 
drugs, but further experience has indicated that they 
are of limited value. Because they appeared to be more 
effective in the later than the earlier stages of the disease, 
it has been suggested that the main effect may be on 
secondary infection. Nevertheless, Henley (1953) 
claimed good results in early cases of lymphogranuloma 
venereum with oxytetracycline by mouth, in doses of 
1 g. every six hours for about seven days. Erskine (1958) 
found that a single course of treatment with chlortetra- 
cycline or oxytetracycline in dosage of 20 g. in 10 days 
gave poor results, but when a second course was given 
after an interval of seven days the response was 
satisfactory. Results with chloramphenicol by mouth 
have been disappointing, but Wood er al. (1954) obtained 
good results with intramuscular injections of 4 g. of 
chloramphenicol at intervals of two or four days, to a 
total of 12 g. Seventeen out of 18 patients responded 
within 11 days, but the results were considered inferior 
to those obtained with chlortetracycline. Loughlin 
et al. (1958-9) have recently recommended the use of 
triacetyloleandomycin by mouth in dosage of | g. 
twice daily for five days. 

Probably the best treatment is to give a sulphonamide, 
such as sulphadiazine, 5 g. daily for five to seven days. 
Tetracyclines or intramuscular chloramphenicol may be 
useful in cases which fail to respond. 


GRANULOMA INGUINALE 


A few cases of this condition are now appearing in 
Great Britain as the result of immigration from 
countries in which it is endemic. Various antibiotics 
are effective in treatment. Intramuscular streptomycin 
has been used successfully in dosage of 4 g. in divided 
doses daily for five days. Chloramphenicol, chlor- 
tetracycline, and oxytetracycline have given good results 
in dosage of 2 g. daily by mouth for 10 to 20 days. 
Wood ef al. (1954) gave intramuscular injections, each 
of 4 g. of chloramphenicol at intervals of two or three 
days, to a total of 12 to 16 g. Satisfactory healing 
occurred in 23 of 24 cases, and the average time of 
healing was 13 days. 

Carbomycin by mouth proved effective in a few cases 
(Whitaker et al., 1953) in total dosage of 12 to 28 g. 
It was also effective intravenously in single daily doses 
of 500 mg. to totals of 14 to 20 g. Erythromycin is 
also said to have some effect (Cordice et al., 1953-54). 
Relapse is fairly common after all forms of treatment, 
but response to further treatment with the same or 
another antibiotic is usually effective. In the event of 
failure or relapse after treatment with streptomycin the 
course of treatment should not be repeated because of 
the risk of damage to the 8th nerve. 


NON-SPECIFIC (ABACTERIAL) URETHRITIS 
The cause of this disease is unknown. The belief 
that it is transmitted sexually is based on clinical 
observation and not on bacteriological proof. There 
is strong evidence of an association with the form of 
arthritis often called Reiter's disease. The clinical 
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presentation may be indistinguishable from that of 
other forms of non-gonococcal urethritis, and it is a 
not uncommon event for patients to have received 
repeated courses of antibiotic therapy in fruitless 
attempts to cure, for example, an undetected infestation 
with Trichomonas vaginalis, or an otherwise symptom- 
less urethral stricture. 

Uncomplicated abacterial urethritis responds only 
moderately well to treatment, with a considerable 
liability to latent infection and to relapse. The 
combination of streptomycin, | g. intramuscularly, with 
sulphathiazole by mouth, 6 g. daily for five days (Lyall, 
1953), gives good results in some cases, though each 
drug by itself is ineffective. Oxytetracycline and 
tAracycline are probably the most effective remedies, 
though the results are not as good as those first 
described. Harkness (1953) gave 500 mg. of oxytetra- 
cycline 6-hourly for four days, but Clarke et al. (1955) 
and Merlin and Clarke (1956) obtained good results 
with tetracycline by mouth in dosage of 250 mg. four 
times daily for five days. Gartman and Leibovitz (1955) 
who had experience of a large number of cases, found 
that in three out of five cases the symptoms and signs 
subsided spontaneously within eight weeks. Results of 
treatment with penicillin or streptomycin were’ worse 
than with no treatment, and chloramphenicol gave no 
better results than with no treatment. Chlortetra- 
cycline and oxytetracycline gave cure rates which were 
considerably better than the spontaneous “ cure ” rate. 
Willcox (1955) obtained fairly good results with 
erythromycin, giving 6 g. in five days. The results were 
better than those obtained with 2.4 g. in 6 days. 
Spiramycin is also effective, the usual daily dosage for 
adults being 2 to 3 g., and the duration of treatment 
five days or more. Novobiocin appears to be ineffective 
(Willcox, 1957). A combination of two antibiotics, 
tetracycline and oleandomycin (“ sigmamycin ”) proved 
an effective remedy in a small number of cases (Oates, 
1958). Results seemed to be equally good with dosage 
of 500 or 250 mg., 6-hourly for five days. 


Comment 


The use of antibiotics and other drugs is only one 
aspect of the management of cases of venereal diseases. 
Their use requires care and discretion, and they are far 
from being the final answers to this problem. 
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To-day’s Drugs 


Oxtriphylline (choline theophyllinate). 
“ Choledyl” (Allen and Hanburys). 


This drug, like some others available, makes it possible 
to achieve therapeutically effective blood concentrations of 
theophylline with an orally administered preparation. It is 
five times more soluble than aminophylline, and, being 
stable, does not release free theophylline in the stomach, 
with its associated irritative effects. 

Experience has shown that its chief role is in the allevia- 
tion of the bronchospasm accompanying chronic bronchitis 
and emphysema. It is well tolerated in such patients, and 
a 200-mg. tablet three or four times daily is often effective 
in this group because of the stimulus provided to the 
respiratory centre. It is less effective in the treatment of 
bronchial asthma, and theophylline preparations have no 
place in the management of angina pectoris. 

N.H.S. Basic Price-—Tabs. 100 mg., 100 for 7s. 6d. ; 
tabs. 200 mg., 100 for 9s. 7d.; syrup 50 mg. in 4 mil., 4 fl. 
oz., 4s. 8d. 


Parenteral phenytoin sodium 
“Epanutin parenteral” (Parke, Davis). 


Sodium diphenyl hydantoinate has been used for over 
20 years in the treatment of epilepsy—particularly grand- 
mal seizures, Epanutin parenteral is a preparation for 
intravenous and intramuscular injections. Each ampoule 
contains 250 mg. in 10% alcohol and 40% propylene glycol 
in water, at pH 12. Because of the alkalinity it is injected 
into veins slowly (not faster than two minutes for a 250-mg. 
capsule). The amount in the ampoule is 24 times that in 
the ordinary oral capsule, and two ampoules may be needed. 

The main use of this rapidly acting phenytoin is for the 
early intramuscular or intravenous treatment of status 
epilepticus, which remains a very serious and potentially 
fatal disorder. Paraldehyde, 5 or 10 ml. intramuscularly, 
is still the drug most often given, because it is safe and 
usually effective. If convulsions recur, it can be repeated 
several times in one day without danger. Many parenteral 
barbiturates have been used, but it is wise to have an 
anaesthetist and positive-pressure apparatus available when 
they are. As phenytoin is an anticonvulsant with little 
sedative effect, it can be given without this precaution, and 
it may be combined with intramuscular paraldehyde in view 
of the urgent necessity of arresting the continuous epileptic 
state. 

N.H.S. Basic Price-—1 ampoule, 5s. 10d. 
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Correspondence 


Because of heavy pressure on our space, correspondents are 
asked to keep their letters short. 


Corticosteroids in Latent Amoebiasis 


Sir,—Two adult males have recently been admitted 
to the Hospital for Tropical Diseases, London, for the 
treatment of intermittent diarrhoea and bleeding per 
rectum. 


In the first case, a European from Colombo (no recent 
treatment had been given), repeated examination of stools 
by direct and concentration methods, examination by 
sigmoidoscope twice, in the course of which bleeding ulcers 
were revealed, and a barium enema suggested a diagnosis 
of non-specific ulcerative colitis. Treatment by retention 
enemata of hydrocortisone hemisuccinate was begun. The 
treatment was temporarily suspended for one weel. to enable 
the patient to go out to attend to urgent business. On his 
return to the hospital he felt much better, but his stools 
contained blood and mucus. Examination of the stool and 
scrapings from the ulcers revealed swarms of E. histolytica 
trophozoites and cysts to a degree one rarely sees in Britain. 

Immediately thereafter a European from Hong Kong 
was examined here. He was being treated in London for 
non-specific procto-colitis by a distinguished surgeon who 
had carefully excluded amoebiasis by the usual means. The 
treatment consisted of “‘ predsol” suppository (prednisolone 
5 mg.), one twice daily, for over a month. On examination 
here a most profuse infection with E. histolytica trophozoites 
was found in his stool. The ulcers on scraping yielded 
copious evidence of amoebic infection. 

It would appear desirable to pursue this line of 
inquiry and to find out if oral or local application of 
corticosteroids will unmask latent infection of the bowel 
with E. histolytica. Several workers! ? * have suggested 
that cholesterol acts as a growth factor for E. histolytica, 
and recent work by Sharma‘ confirms this. Whether 
corticosteroids have any such action by altering the 
environmental or nutritive condition of E. histolytica 
is a matter which would require further investigation. 

I am very grateful to Sir George McRobert for allowing 
me to publish these findings and also for his help and 
guidance. 

—I am, etc., 


Vinop R. Mopy. 


Hospital for Diseases, 
London, N.W.1. 
REFERENCES 


* Snyder, T. L., and Meleney, H. E., J. Parasit., 1942, 28, Suppl., 
? Rees, C. W., Bozichevich, J., Reardon, L. V., and Daft, F. S., 
Amer. J. trop. Med., 1944, 24, 189. 


* Hansen, E. L., and Anderson, H. i1., Parasitology, 1948, 39, 69. 
* Sharma, R., Trans. roy. Soc. trop. "Med. Hyg., 1959, 53, 278. 


Night Calls 


Sir,—The interesting study of night calls in one 
general practice published in your issue of November 28 
(p. 1169) makes several points which require further 
comment. For example, to obtain a comparable picture 
of night work in other general practices, it is important 
to know the number of calls to which the practitioners 
did not think it was necessary te go, or where they were 
able to give advice to the messenger directly or over 
the telephone. As the 258 night calls studied included 
maternity work, one would also like to know the routine 
followed in this partnership. Do the partners attend 
when the head is on the perineum only, or do they attend 


throughout labour as far as they can? These questions 
are important when the figures of one partnership are 
used as a basis for generalizations. 

A larger series of night calls does not bear out all the 
points made in the article referred to. The South-east 
Scotland Faculty of the College of General Practitioners 
has conducted an investigation into the same problems. 
Preliminary results were published in the Health 
Bulletin,’ and full tables and results were exhibited at 
the Annual Scientific Meeting of the British Medical 
Association in Edinburgh in July, 1959, at the College 
of General Practitioners Stand. 


The investigation of “Emergency Calls in General 
Practice” was undertaken to discover the conditions for 
which family doctors were summoned in an emergency 
during one year in different types of practice. An emergency 
was defined as a “ call in which there was said to be urgency 
(by the caller) regardless of the hour of day and night.” 
On this definition, all attended night calls were recorded 
during one year by 38 family doctors in different practices 
during 1956-7. 

The South-east Scotland Faculty results confirm the often 
argued point, that night calls are influenced by epidemics, 
seasons, and days of the week, and that there is a definite 
difference in rural and urban practice. The difference of 
urban and rural practice appears in Table I, where a curious 
tendency is noted for the town patient to send more readily 
before midnight, as against the country patient, who tends 
to send in greater proportion after midnight. 


Taste I—Percentage Distribution of 1,548 Night @alls os 


| Urban Rural | Total 
9 p.m.-12 p.m 528% | 
-3a.m 189% | 157% 
3a.m-6 ,, 10-0% 10-4% 


It may be that the number of calls per night is distributed 
at random within seasons or during epidemics, but this 
requires further investigation. In the College series it was 
found that night calls did not occur at random throughout 
the year, but showed definite variations for the seasons. The 
Figure shows the variations for the days of the week ; in this 
series this difference was statistically significant (P<0.01). 
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ee | distribution of night calls (9 p.m.-9 a.m.) recorded by 38 
family doctors in S.E. Scotland, 1956-7 (College of General 
Practitioners). 


That epidemics have a definite bearing on night calls is 

shown when during the September-October, 1957, local 
influenza epidemic (which is not included in the College 
investigation) the number of night calls increased to 37.8 
per 1,000 patients in an Edinburgh group practice, whilst 
during July-August, 1957, it was 13.4, and during 
November-—December, 1957, the rate was 14.7 per 1,000. 
_ It is interesting to note, and is presumably the final proof 
of the relationship between certain epidemics and night calls, 
that the “ new calls” during the day increased also by more 
than double during the September—October epidemic. 
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It is also relevant to quote from the College series that 
respiratory-system disorders proved the greatest single cause 
for calls (without excluding maternity calls), followed by 
accidents (Table II). The higher rate for accidents may be 
accounted for by the greater number of urban practices (and 
mining) in the College series. The similarity of the 
symptomatic diagnosis may be significant. 


Il.—Calls by Doctor's Diagnosis (W.H.O. Classification) 


| College Series | Penicuik Series* 


Diseases of respiratory system | 20-38 | 12 (4-4 asthma) 
Accidents | 14-51 } 12 
Symptomatic diagnosis only | 14-33 13 
Disease of the digestive system 10-14 | 21 
genito-urinary system (includ- | 
ing maternity) 10-09 15 
Disease circulatory system 7-62 12 
of the central nervous system 
and sense organs : | 618 12 
Mental, psychoneurotic and personality 
disorders 4:87 5 
Other 5 
Infectious diseases 419 Not stated 
Diseases of locomotor system 1:77 
Disease of skin 1-26 o 


* See Journal, November 28, p. 1169. 


The wide variety of types of practice make it unsafe 
to generalize from a single practice. The College figures 
illustrate some of the differences which can occur.—I 
am, etc., 

Edinburgh. E. V. KUENSSBERG. 
REFERENCE 
' Hith Bull, (Edinb.), 1957, 15, 36. 


Sir,—The paper on night calls in general practice 
(Journal, November 28, p. 1169) must be of great 
interest to many of my colleagues, and we are grateful 
to Professor Brotherston and his colleagues for their 
researches. 

I count myself fortunate, for records which have been 
kept during the past 18 months reveal a rate of only 10 
night calls per 1,000 patients at risk per annum, which 
compares favourably with their own series (17) and 
those of other series cited (19, 25, and 39). As an 
arbitrary definition of the term “night call” I mean 
a call in the hours when I am normally in my bed—i.e., 
between 11 p.m. and 6 a.m., and the figure is not altered 
appreciably by extending the definition to include what 
I term “early-morning calls ”’—that is to say, urgent 
visits required between 6 a.m. and 9 am. These 
amounted to only five instances for the whole practice 
in one year. This finding is in spite of the fact that 
Worthing is reputed to have a higher proportion of 
old-age pensioners than any other borough; and, of 
course, no visit is refused. 

I wonder if it is the experience of others that callers 
who insist that “I don’t want to get you out of bed, 
doctor, I only want some advice,” are often more gravely 
ill than those clamouring more forcefully for a visit? I 
have been in practice for only four years, but I have 
never yet been called out at night on a “ fool’s errand.” 

I think the authors might have mentioned two 
factors: proximity to a telephone (“I nearly sent for 
you in the night, but it was too wet to go out and 
‘phone "—as one patient put it) and political outlook. 
There is no doubt in my mind that a certain unscrupu- 
lous faction of the community who make no bones 
about exercising what they persistently refer to as their 
“rights” may make unreasonable demands, and this 
could account for the divergence of frequencies of night- 
calls in the different series quoted.—I am, etc., 

A. W. L. BEATSON. 


Worthing. 
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Another Winter of Bronchitis 


Sir,—In your leading article “ Another Winter of 
Bronchitis" (Journal, November 21, p. 1076) you 
rightly stress the importance of wheezing as an early 
sign of deterioration in the patient with chronic 
bronchitis. 

Wheezing in bronchitis is due to a combination of 
oedema of the bronchial mucosa, spasm of the bronchial 
musculature, and increases in the amount and viscidity 
of the bronchial secretion, all of which lead to the 
retention of sputum in the lungs. The importance of 
sputum retention in the production of wheezing should. 
I think, be emphasized. I have noted many times that 
removal of sputum from the lungs of wheezy 
bronchitic patients (by postural drainage with clapping 
and vibratory percussion to the chest wall—especially 
the bases) is followed by improved results in tests of 
ventilatory efficiency comparable with those produced 
by bronchodilator drugs. Moreover, after removal of 
retained secretion much less improvement in ventilatory 
efficiency can be demonstrated after bronchodilator 
drugs, which suggests that sputum retention itself is an 
important cause of spasm of the bronchial musculature 

When patients with bronchitis wheeze they should 
be tipped. Even though they do not admit to a 
productive cough, sputum is invariably produced. This 
physiotherapeutic regime should be continued until no 
sputum is produced on tipping, by which time the 
wheezing and rhonchi are much improved and the 
cough is less troublesome. Breathing exercises are of 
little value in bronchitis because they do not overcome 
sputum retention, and in emphysema, where their use 
is more rational, it is difficult to demonstrate objective 
benefit in respiratory function after their use.! 

In addition to the treatment of sputum retention, 
antispasmodics, and, where indicated, antibiotics, the 
wheezy bronchitic should be vigorously encouraged to 
give up cigarette smoking. Whilst we can do little to 
improve our climate, and the problem of atmospheric 
pollution remains, the heavy cigarette-smoker with 
bronchitis, especially if the disease is not far advanced, 
invariably improves when he gives up smoking 
cigarettes.—I am, etc., 

K. N. V. PALMER. 

Department of Medicine, 

University of Aberdeen. 
REFERENCE 
‘ Campbell, E. J. M., and Friend, J., Lancet, 1955, 1, 325. 


New Sulphonamides 


Sir,—Dr. J. R. Harper-Smith (Journal, November 7, 
p. 957) has pointed out that sulphadimidine is of little 
value in the prophylaxis of chronic bronchitis. My 
experience with the long-aeting sulphonamide “ midicel ” 
used for this purpose in general practice will perhaps be 
of interest. 


I administered one tablet of midicel (sulphamethoxy- 
pyridazine, 0.5 g.) daily throughout the winter months to 
twelve of my chronic bronchitics. Any of these patients 
who, when first seen, were suffering from acute exacerbations 
were treated with a tetracycline or chloramphenicol for 
four days in normal dosage and thereafter continued on 
midicel, one tablet daily. 

As these patients were being treated in general practice 
it was not practicable to get full laboratory findings. 
Success was therefore assessed according to the number of 
times during a winter when a patient called for special 
attention due to an exacerbation. The figures for these 
calls were then compared with records showing the number 
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of times during the previous winter when the same patient 
had suffered from acute exacerbations. In the period 
September, 1957, to March, 1958 (which included the Asian 
influenza epidemic), and September, 1958, to March, 1959, 
the number of house visits I made did not vary greatly. 
Differences in winter conditions were in my opinion not 
sufficient to account for the large observed difference in the 
number of exacerbations encountered with and without 
midicel prophylaxis. 
The results are summarized in the following Table: 


No. of No. of . ’ 
j Disease Attacks Attacks Poel 
Case | and Sept., 1957, | Sept., 1958,| ince Midicel 
} Duration to to Prophylaxis 
| Mar., 1958 | Mar., 1959 | 
1. Female,| Bronchiectasis | 4 | 1 | Less sputum, not 
aged 10 4 years | | , 80 purulent 
2. Male, Silicosis and 5 0 Little clear 
aged 53 chronic bron- | sputum 
chitis, 7 years 
3. Male, Chronic bron- | 3 2 , Sputum mucoid 
aged 33 chitis, 12 years | ' 
4. Male, Chronic bron- 2 I Sputum mucoid, 
aged 75 __—chitis, 5 years much less 
| dyspnoea 


5. Male, | Chronic bron- Sputum mucoid, 


aged 53 chitis, 10 years | | cough and 
| dyspnoea less 
6. Male, Chronic bron- 2 0 | Less sputum, 
aged 64 chitis, 10 years less cough 
7. Female, | Bronchiectasis, 4 1 Sputum less 
aged 36 14 years | purulent, less 
cough 
8. Female, | Chronic bron- 4 0 Very little spu- 
aged 43 chitis, 6 years | tum, cough less 
troublesome 
9. — Chronic 2 | Well 
aged chitis, 4 years | 
10. Male, Chronic bron- | ? | 0 Cough and 
aged 69 chitis, 6 years sputum less 
11. Male, Asthmatic bron- | 2 | 1 Cough much 


easier 
12. Female, | Chronic bron- | Well, only little 
aged 72 chitis, 8 years cough 


“Total No. of attacks .. 34 | 8 


In all 34 exacerbations treated in the first winter a course 
of some antibiotic was prescribed. Out of eight calls for 
exacerbations in the second period, only two received 
antibiotics. Patient No. 7 was given penicillin (this patient 
had failed to take her midicel for a fortnight before the 
exacerbation). Patient No. 11 was given tetracycline during 
his acute attack, All other exacerbations reported in this 
column responded to normal medical treatment, with no 
more than expectorants or linctuses prescribed as additional 
drug treatment. Midicel was continued during these 
exacerbations, but the dosage was not increased. 

The general condition of patients, both in health and 
their ability to be active, seemed better from September, 
1958, to March, 1959. Cough and sputum were less. No 
case in this small series showed any side-reactions to the 
drug. 

These results in my practice have been sufficient to 
convince me that prophylactic treatment with midicel is 
a useful alternative to the more expensive antibiotics. 
When antibiotic treatment is reserved for acute flare-ups, 
it may be that fewer strains resistant to antibiotics will 
develop.—I am, etc., 


Ramsgate, Kent. 


Community Care of the Mentally Ill 


Sir,—With the increasing enthusiasm for community 
care engendered by the Mental Health Act, the suffering 
that may be caused to relatives and friends by delaying 
admission or by discharging in too generous a fashion 
is being glossed over. Dr. W. Alan Heaton-Ward 
(Journal, July 11, p. 48) drew attention to the disruption 
of family life that can occur with a mentally subnormal 
patient at home. I have recently come across a case of 
mental illness which illustrates in a marked way the 
suffering that can result. 


S. W. BISSELL. 


A schizophrenic male was admitted for the tenth time 
during the past six years. On the last occasion the patient 
stayed out only two months. The father wrote: “I regret 
it has been necessary for my son to go to hospital again. 
My wife and I have tried our hardest to adopt a soothing 
attitude with a view to avoid him getting into trouble, but 
at times he has been very difficult . . . raving . . . kicking 
the furniture . . . violent with my wife . . . continual stress 
and strain is becoming unbearable . . . ruining our health. 
We feel that he needs to be compulsively detained. . .. ” 
The mental welfare officer reported: “Both parents are 
in a very highly nervous state . . . they frequently spend 
the night walking the streets, and the patient’s violent 
behaviour drives them out of their home. . . . The mother 
has recently started to threaten suicide, as life is so 
unbearable. Perhaps these facts could be considered before 
the patient is discharged to his home again.” 

The parents had obviously tried their utmost to keep the 
son at home—on four occasions the father took the 
initiative of effecting the discharge under Section 72—but 
the only result may well be another two nervous breakdowns. 


In the same period of two weeks a doctor appealed for 
the readmission of a neurotic because “he is nearly 
driving his wife mad,” and a husband wrote concerning 
the readmission of his wife (a paranoid schizophrenic) : 
“She was in no condition to leave . . . one reason for 
her going into hospital was that my health was being 
affected.” 

Naturally enough, the patient in the hospital is our first 
consideration, and we plan to discharge him as soon as 
possible, even if he is only partially recovered, but it 
is surely also part of our duty to consider the mental 
health of members of the community before unloading 
our failures upon them.—I am, etc.. 


Park Prewett Hospital, 
Basingstoke. 


I. ATKIN. 


Vital Statistics 


Sir,—I have been looking through the list of deaths 
due to infectious diseases published by you every week. 
and I wonder why you do not similarly record the 
deaths due to road accidents. 

Road deaths and injuries should now be considered a 
social disease of first-rate importance, and every medical 
man should have the facts and figures clearly in his 
mind, and also he should know something about any 
preventive measures proposed. There are now about 
590 road deaths per month, a large proportion being 
in the younger age-groups, especially in men. oad 
injuries take up the time of large numbers of medicos. 
and occupy much-needed space in hospital wards. To 
quote from your contemporary the Lancet’: 

“Road accidents are a disease with a very high mortality 
and morbidity, a complicated pathology, and economic 
repercussions imposing a heavy national burden; in this 
disease alcohol plays a big part, and more could and should 
be done to impress on the public that the convivial salute 
of ‘good health’ may be the prelude to death.” 

In your vital statistics between August 22 and 
November 7, I can find road deaths mentioned only 
once (on September 19), though the far fewer deaths 
from industrial accidents are mentioned three times. 
You find space to record week by week the deaths from 
certain diseases now very rarely seen. To take the first 
four on your list, during the above weeks, diphtheria 
caused one death, dysentery three, acute encephalitis 
none, enteric fever two, and so on with some other 
diseases. The picture of deaths from infections has 
completely changed during the last 40 years ; meanwhile 
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the motoring age has emerged with its sad toll of deaths 
and disablements. 

I respectfully suggest, Sir, that you put first things 
first and publish monthly or weekly records of road 
deaths, which our profession could, if it would, do much 
to prevent by educating public opinion.—I am, etc.. 
Leicester. N. I. SpriaGs. 

REFERENCE 
* Lancet, 1959, 2, 51. 


Safety Harness for Car Occupants 


Sir,—Mr. William Gissane’s letter (Journal, Novem- 
ber 14, p. 1020) is timely in emphasizing the need for 
safety harnesses in cars and the comparative comfort of 
wearing them. Nevertheless, as has also been pointed 
out in discussions on passenger safety in aircraft,'~* 
restraining belts are useless unless a rigid seat-mounting 
is provided as well. Indeed, as Professor J. H. 
Mathewson, of the University of California, stated at 
a lecture given at the Road Research Laboratory, 
Langley, on September 9 of this year, without such 
mounting “safety” harnesses may actually be 
dangerous. 

At collision, the base of the seat may shear through 
so that the seat moves forward, while this force on the 
occupant is opposed by the restraining action of the 
harness ; thus, although he may be kept inside the car 
and away from dangerous projections, the unfortunate 
person can still be injured. This could be prevented by 
using a hammock-like harness which is supported from 
the roof of the car, and fixed by a bayonet fitting to the 
floor ; nevertheless it would seem more economic and 
sensible to persuade all car manufacturers to fit rigid 
mountings to the seats.—I am, etc., 


Blackheath, 
London, S.E.10 


S. P. Lock. 


REFERENCES 


' Fryer, D. 1., Aeronautics, 1959, 40, 31 
* Hansard, May 12, 1959, cc!. 1015 
’ Lancet, 1959, 1, 1275. 


Polyvinyl Pyrrolidone 


Sik,—In To-day’s Drugs” (Journal, November 21. 
p. 1093) you state that “large quantities of polyviny! 
pyrrolidone have been given intravenously without 
obvious ill effects as a substitute for plasma.” It is 
difficult to reconcile this statement with the fact that in 
the United States, under the Federal Food and Drugs 
Law, preparations of polyvinyl pyrrolidone were 
required to carry a label warning the physician against 
transfusing more than 500 ml. of this radio-opaque 
substance during the patient’s lifetime. In this country 
opaque dyestuffs for excretion urography, which 
contained polyvinyl pyrrolidone, have been withdrawn. 

I agree that, in the molecular range quoted (upper 
limit 40,000), almost complete clearance will occur via 
the kidneys, but feel that adequate renal function is not 
only necessary to ensure a successful detoxification of 
blood and tissues by polyvinyl pyrrolidone but also to 
prevent reticulo-endothelial storage of the substance. 
with possible hepatic damage. —I am, etc., 


Bangor, N. Wales. C. B. BurKE. 


Our Expert replies: The use of polyvinyl pyrrolidone as 
a plasma substitute, mainly on the Continent and in the 
U.S.A., has provided experience with the material which, 
as Dr. C. B. Burke points out, has led to misgivings «bout 
its further use for this purpose. In the course of the work 
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large quantities of polyvinyl pyrrolidone were given without 
obvious clinical ill-effects, although accumulation in the 
reticulo-endothelial cells was undoubtedly occurring. The 
proposed use of “ periston N,” which shows almost complete 
renal clearance, is based upon the need to avoid reticulo- 
endothelial storage as well as to provide for removal from 
the body of toxins adsorbed on to polyvinyl pyrrolidone. 
The molecular-weight distribution and the dose suggested 
are consistent with this aim; what is in doubt is whether 
or not there is any therapeutic advantage.—Ep., B.M.J. 


Artificial Kidney in Acute Poisoning 

Sir,—In your annotation on the increase in 
barbiturate deaths (Journal, October 17, p. 751) you 
record that in 1957 there were 905 deaths from 
accidental or suicidal poisoning by analgesic or soporific 
drugs. The vast majority of these deaths was caused bv 
barbiturates or aspirin, and you close by remarking tha 
“the increasing number of these deaths would suggest 
that something more is needed.” The case report by 
Dr. G. E. Honey and Group Captain R. C. Jackson on 
the patient with severe barbiturate poisoning treated by 
haemodialysis with an artificial kidney transported to 
the bedside (Journal, November 28, p. 1134) seems to 
indicate what that something is. 


Recently the same machine, a Kolff disposable twin-coil 
kidney (Travenol), was moved 80 miles (129 km.) to 
another hospital to dialyse a patient whose serum pheno- 
barbitone level was 21 mg. per 100 ml., and a total of 
2.56 g. of phenobarbitone was recovered from the bath. 
During the next eight and a half days the patient excreted 
only 0.663 g. in a urine volume of 17 litres. She recovered. 


It is not convenient to move an artificial kidney and 
the team required to operate it. In its ordinary use 
such movement is rarely necessary, because patients with 
acute renal failure, even those with multiple injuries. 
travel well. Patients poisoned by soporific drugs do not. 
So far as is known, of the hospitals in the British Isles 
which have established artificial kidneys in the past year. 
only one has dialysed an appreciable number of 
poisoned patients. Dr. Honey and Group Captain 
Jackson have shown that the Travenol kidney can be 
transported with ease, and, although they mention a 
team of four, the technique has now been improved and 
the team reduced to two—-a medical officer and a 
nursing sister. 

If the trend you describe in your annotation 
continues, there are nearly three patients dying each 
day from poisoning. Many of these could clearly be 
saved by urgent haemodialysis. There are now several 
artificial kidneys in the country, and most of these are 
concerned with the treatment of acute renal failure 
or are established for experimental purposes. If the 
treatment of severe barbiturate poisoning is to be 
improved, some units must be prepared to move to the 
patient.—I am, etc.. 

Renal Unit, 


Princess Mary’s R.A.F. Hospital, 
Halton, Bucks. 


N. V. D. BUNKER. 


**Phisohex ”’ 


Sir,—The experiments on “ phisohex”” of Dr. H. G 
Smylie and his colleagues (Journal, October 3, p. 606) 
are interesting in view of their direct contradiction of 
the results reported last year at the annual meeting 
of the German Surgival Society by Gépel and his 
colleagues' from the Surgical Clinic of the Free 
University of Berlin, working with Professor Heicken, 
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of the Robert-Kocly Institute. These workers found 
that the protective film attributed to phisohex is illusory, 
for it merely prevents wetting of the bacteria-laden skin 
by the culture medium, and it is broken down by blood, 
as with glove punctures. ; 

Dr. Smylie used a wetting agent “tween 80,” but it 
might be asked whether the tween 80 as used in the 
“ streak-plate ” technique gets a chance to break down 
the barrier between the bacteria and the culture medium. 
The Berlin workers found that, for a true antibacterial 
effect lasting throughout the operation, a soap scrub for 
two minutes, followed by five minutes in 80% alcohol, 
is unequalled. It is hoped, for the guidance of surgeons, 
obstetricians, and paediatricians, that the Aberdeen and 
Berlin workers will settle their differences.—I am, etc., 

Sydney, Australia. V. J. KINSELLA. 
REFERENCE 
* Gopel, H., et al., Chirurg., 1958, 29, 433; 1959, 30, 116. 


Purpura after Chlorpropamide 


Sirn,—The following case of thrombocytopenic 
purpura, almost certainly a manifestation of toxaemia 
to a widely used drug, seems important enough to report 
at once. 


A 40-year-old Pakistani seaman was admitted to hospital 
in Mombasa on September 16, 1959, giving a history of 
eight days’ fever, cough, and right-sided chest pain. For 
some twenty days before the onset of the chest symptoms 
he had found himself weak, dry-mouthed, and thirsty, had 
drunk large quantities of water, and passed an excess of 
urine. About five years before the present illness, when 
on leave in Calcutta, he had experienced similar symptoms 
of thirst, etc., and was treated by a practitioner as an out- 
patient with two injections of insulin each day for fifteen 
days. He learnt how to give the injection himself and had 
continued to inject himself with 1.5 ml. of insulin (strength 
unknown) daily for three months. After this course of 
treatment he felt so much better that he considered himself 
cured and has taken no insulin since. 

The patient was a small, well-built Muslim, not wasted 
but ill and febrile, with a cavitated caseous pneumonia of 
the right upper lobe and soft mottling of the left mid-zone. 
Sputum: Acid-fast bacilli ++ on direct examination. 
Urine showed a brick-red reduction to Benedict’s solution 
but contained no acetone. A fasting blood-sugar showed 
295 mg. per 100 ml. 

On September 19, treatment was started with 1 g. 
streptomycin daily, 300 mg. isoniazid, and 15 g. sodium 
P.A.S. Chlorpropamide (“ diabinese ”) was given in a dose 
of 500 mg. with breakfast each morning. He was also 
treated with one tablet of prophylactic proguanil daily. 
Sugar was withheld, otherwise his diet was not restricted. 
The urine was tested for sugar twice daily and usually 
showed a yellow reduction with Benedict's solution ; it was 
never found to contain acetone. On September 29 the 
fasting blood-sugar was 228 mg. per 100 ml. 

By September 21 the patient was afebrile, his appetite 
had improved, and he felt stronger. On September 28 he 
complained of bleeding from the gum in the region of an 
ill-irrupted canine tooth. Tie next day he was found to 
be seriously ill with a generalized purpuric eruption. There 
was free bleeding from the gums and a large blood blister 
on the inner surface of the lower lip; there were numerous 
small, round, purple purpuric spots over the trunk and 
some larger ecchymoses on the limbs. Large purple 
subcutaneous effusions appeared when a vein was punctured. 
His urine was the colour of ruby wine in the morning, 
vintage port by the evening, and Guinness’s stout by the 
morning of September 30. On this morning he also passed 
a heavily blood-stained stool. All previous treatment was 
stopped on the morning of September 29 except for the 
one tablet proguanil daily. He was given massive doses 


of vitamins K, C, and B-complex. There was no sign of 
improvement by the morning of October 1, when it was 
decided to give prednisone ; he received 40 mg. on this and 
the next day. Daily injections of streptomycin and 200 
mg. isoniazid were again started and he was given 40 units 
of protamine zinc insulin from this day onward. P.AS. 
and chlorpropamide were withheld. He was given a blood 
transfusion of two pints (1.1 1.) on October 2. From this 
time he gradually improved and on October 20 he returned 
to his original chemotherapy of 1 g. streptomycin, 15 g. 
sodium P.A.S., and 300 mg. isoniazid daily. He is now 
making satisfactory progress. He has gained 12 lb. (5.4 kg.) 
in weight and there has been some radiological improvement. 
He is getting 60 units of insulin zinc suspension daily: the 
fasting blood-sugar was 141 mg. per 100 ml. on October 19. 


The laboratory findings are summarized in the 
following Table: 


Hb Differential 
Date | % | R.B.C. W.B.C. | WBC. Platelets 
16/9/59 (a) | 90 - — | 
29/9/59(b) |- 83 | — 9,100 | P.65% | 10,000 
M. 
| Bos. 5% { 
| Bas. 1% | 
2/10/59 (c) ¥ 62 | 2,800,000! 6,800 | P.83% | 10,000 
| L. 14% 
M. 3% 
id) 
5/10/59 53 —- | — | 
210/59 | 83 | 5.100 | P.63% 8,000 [si 
L. 33% 
| Eos. 4°? 
28/10/59 |-| - | 43,000 
4/11/59 


(a) On admission. (b) Onset of purpura. (c) Immediately before blood 
ransfusion. (d) Polymorphs show a marked shift to left. 


This severe case of thrombocytopenic purpura was 
first thought to be a manifestation of toxicity to either 
P.A.S. or chlorpropamide. However, the fact that 
steady improvement has been maintained after P.A.S. 
was restarted in full doses seems to exonerate it, and | 
feel that chlorpropamide was almost certainly the toxin 
in this case. The following is the ultimate sentence in 
Pfizer’s monograph on “diabinese”: “Some rare 
transient instances of a decrease in blood platelets have 
been reported with a quick return to normal when 
diabinese was discontinued.”—I am, etc., 


Port Reitz Chest and W. S. HAYNES. 
Infectious Diseases Hospital, 
Mombasa. 
Acroparaesthesia in Pregnancy 


Sir,—Dr. Mollie J. McCallum’s letter (Journal, 
November 21, p. 1095) draws attention to the treatment 
of acroparaesthesia when it occurs as an accompani- 
ment of pregnancy. Splinting and oestrogens are 
mentioned together with her own case successfully 
treated by an oral diuretic. 


At the suggestion of Mr. F. Brian Thomas, consultant 
orthopaedic surgeon, I have treated two antenatal patients, 
one affected bilaterally, with injections of hydrocortisone. 
The solution used is 1 ml. of “ef-cortelan” (25 mg. 
hydrocortisone acetate per ml.) with 2 ml. lignocaine 1% 
solution. The injection is made just medial to the tendon 
of flexor palmaris longus at the proximal skin crease of the 
wrist. The needle is inserted postero-laterally as far as the 
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radius so as to pass posteriorly to flexor palmaris longus and 
the median nerve, and the injection made as it is withdrawn. 

With both patients the results were good, and 
encourage me to record this alternative treatment.— 
I am, etc., 
Hereford. 


Wa. G. Dawson. 


Retinal Degeneration and Nerve Deafness 


Sir,—In connexion with Dr. H. A. Lang’s letter 
(Journal, November 21, p. 1096) this combination has 
been recognized for over a century since Von Graefe’ 
described a family where two of five sibs were normal 
while the other three had retinal degeneration with 
deafness. Both these conditions are probably due to 
the same autosomal recessive gene. Presumably in Dr. 
Lang’s pedigree both parents are carriers, and the 
unusual point is the retinal degeneration without 
deafness in the mother. Such partial manifestation in 
the heterozygote is rare but not unknown. 

This syndrome may be associated with mental 
retardation and ataxia, but seems to be distinct both 
from the Laurence-Moon-Biedl syndrome and _ the 
syndrome described in your annotation (Journal, 
October 10, p. 688) despite superficial similarities. Some 
idea of its frequency may be obtained from the recent 
work of Hallgren* in Sweden. In a complete ascertain- 
ment he found the incidence to be about three cases 
per 100,000 of the population.—I am, etc., 

GeorGE R. FRASER. 


M.R.C. Population Genetics Research Unit, 
Oxford. 
REFERENCES 
Albrecht v. Graefes Arch. Ophthal., 1858, 4, 


1959, 34, Suppl., 138 


Von 


Hallgren, psychiat. scand., 


Synnematin B in Typhoid 


Sir,—In an annotation in the Journal of October 3 
(p. 628) you comment on our recent report! of a case 
of acute typhoid treated with synnematin B. Your 
critical review of this article is very much appreciated. 
Several questions were raised which deserve additional 
comment. 

Synnematin was first reported by Gottshall et al.? 
from the Michigan Department of Health Laboratories 
in 1949 and later in 1951. Synnematin B, which was 
later shown to be identical with cephalosporin N,* is 
now manufactured only by the laboratories in pilot 
scale amounts. Although licence agreements were 
negotiated with several American pharmaceutical 
companies, much of the developmental work has been 
done in our laboratories. The recovery of synnematin 
does present certain problems in manufacturing. The 
drug is dispensed as a 50% pure powder requiring 
reconstitution prior to injection. Synnematin has been 
made available in limited amounts for investigation and 
clinical trial in Michigan, other states in the United 
States, and in Mexico. At the present time supplies of 
synnematin B are not adequate to allow for unlimited 
distribution. 

In addition to its use in the treatment of typhoid fever, 
synnematin B has been used in urinary tract infection, 
salmonellosis, early syphilis, and acute gonorrhoea. The 
results available to date are encouraging in salmonellosis, 
syphilis, and gonorrhoea. Additional field trials are 


now being planned in the treatment of syphilis and 
gonorrhoea. 


With reference to its toxicity, synnematin 


A recent 
publication by Berryman and Fisherman® revealed a 
lack of cross-sensitivity to synnematin B in patients 
known to be allergic to penicillin—We are, etc., 

N. D. HENDERSON. 
BirGerR H. OLSON. 


B has been shown to be relatively non-toxic.® 


Michigan Department of Health, 
U.S.A. 


REFERENCES 
* Henderson. N. D., Ga a, C., and Olson, B. H., J. Amer. 
med, ASs., 1959, 169, 
* Gottshall, R. Y., Robe wd - M., and Portwood, L. M., Soc. 
Amer. "Bact., 1949, 1S, il. 


nd Jennings, J. C., Proc. Soc. exp. Biol. 
~(N, Y.), 1951, 76, 307. 
* Abraham, E. P., G G. F., Schenck, J. R., 
M. P., Olson, B H., Schuurmans, D. M., Fish er, M 
and Fusari, S. A., Nature (Lond.), 1955, 176, 551. 
* Hwang, K., and Primack, N., Antibiot. Ann., 1956-7, p. 755. 


New York. 
. Seegan, G. H., and Fisherman, E. W., J. Allergy, 1959, 30, 


Vitamin-B;2 Sunburn Cure 


Sir,—A “sunburn cure” has recently come to my 
notice with all the dangers of the blunderbuss iron- 
folic-acid—vitamin-B,, anaemia tablets. These “sun- 
burn ” capsules each contain 5 mg. vitamin-B,, intrinsic 
factor complex with 25,000 i.u. vitamin A, ané vitamins 
B, and E in addition. The suggested course of 12 
capsules or more would effectively disguise the blood 
picture of pernicious anaemia: diagnosis and satisfactory 
treatment would be delayed, with a continuing risk of 
development of subacute combined degeneration. The 
price is Ss. 6d. for 10 capsules. 

People will always spend money on patent medicines 
and by doing so save doctors much work. We must 
always ensure, however, that no harm results from these 
easily available preparations.—I am, etc., 

DAVID PHEAR. 


Central Middlesex Hospital, 
London, N.W.10 


Subacute Combined Degeneration 


Sir,—We were interested in the article by Dr. C. N. 
Best (Journal, October 31, p. 862) describing a case of 
subacute combined degeneration following resection of 
ileum for Crohn's disease and in your annotation 
(p. 873) in the same issue. Since the paper by one of 
us' referred to in the annotation, we have seen more 
cases of vitamin-B,, deficiency associated with cerebral 
disturbances, and one of these was a woman aged 38 
years who had had about 10 ft. (3 m.) of the lower ileum 
excised in four successive operations for Crohn's 
disease. 


She was first seen by one of us in a mental hospital on 
November 9, 1956. The first resection of gut had been 
done in 1949 and the last one in December, 1955. For the 
previous six months she had been profoundly depressed 
and had attempted suicide. She was admitted to a mental 
hospital on October 29, 1956, as a voluntary patient. A 
blood count on November 10 gave the following figures: 
Hb 67% (9.9 mg. per 100 ml.); R.B.C.s 2,510.000 per 
c.mm.; C.l. 1.34; W.B.C. 3.200 per c.mm. (polymorphs 
42%, lymphocytes 49%, eosinophils 3%, monocytes 6%); 
anisocytosis, poikilocytosis, and miacrocytosis present ; 
M.C.V. 112 c.mm.; P.C.V. 28%; M.C.D. 8.0 «. The 
bone marrow showed megaloblastic hyperplasia. A 
fractional test meal showed a fairly high level of free 
hydrochloric acid in the gastric juice. Serum vitamin-By 
estimations gave mean values of 125 and 105 upg. per ml. 
There were no neurological signs of any kind, but the patient 
was profoundly depressed, apathetic, and tearful. 

On December 11 a muscle biopsy was performed on the 
right peroneus brevis. Vital staining with methylene blue 
showed collateral reinnervation of muscle fibres with 
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formation of elaborate and multiple terminal arborizations. 
Most of the terminal axons were normal up till the last 
50 », beyond which many of them showed fusiform 
dilatations (see Fig.) similar to those we have described in 
classical cases of subacute combined degeneration.2* Some 
of the nerve fibres in the intramuscular nerve bundles 
showed spherical axonic swellings, while in other bundles 
coarsely beaded nerve fibres formed elaborate ramification. 
Haematoxylin and eosin staining showed no abnormality. 
After giving 100 mg. of vitamin Biz on December 21 there 
was a reticulocyte response of 7%, and massive dosage of 
vitamin By produced a complete remission of the anaemia. 


A noticeable improvement in her depression was seen soon 
after the first dose of vitamin Biz and there was a gradual 


return to normality in a few days. She was discharged 
from hospital on January 2, 1957, and has remained well 
since. 

We think this case is of some interest in confirming 
that deficiency of vitamin B,, may follow extensive 
resections of ileum and produce degeneration of the 
central and peripheral nervous system. It is of additional 
interest that the psychotic symptoms occurred without 
any other clinical evidence of involvement of the 
nervous system. Nevertheless it was possible at this 
time to demonstrate degeneration of the motor axons 
in a muscle by vital staining with methylene blue.—We 


are, etc., 
J. MAcDoNaALD HoLMEs. 


A. L. WooLr. 
The Midland Centre for Neurosurgery, 
Smethwick. 
REFERENCES 


* Holmes, J. M., Brit. med. J., 1956, 2, 1394. 

? Woolf, A. L., J. clin. Path., 1956, 9, 388. 

* Coérs, C., and Woolf, A. L., The Innervation of Muscle, 1959. 
Blackwells, Oxford. 


Adrenal Function Tests 


Sir,—It is not clear whether the article by Dr. C. L. 
Cope and Mr. E. G. Black (Journal, November 28, 
p. 1117) on the reliability of tests of adrenal function 
is intended as a review or a research paper: there seem 
to be too few references to the literature to justify either 
title. Since many of the views expressed in this paper 
may influence clinicians and clinical biochemists in their 
choice of methods, perhaps I may be allowed to 
circumvent orthodox scientific procedure and comment 
directly upon their paper. 

The conclusions of these authors imply that different tests 
are needed to investigate adrenocortical function at different 
rates of secretion of these glands. This follows from their 
conclusion that correlation between cortisol secretion and 
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various parameters of the urinary excretion of steroids and 
their metabolites is poor, except for certain parameters in 
a limited range of conditions. These conclusions seem to 
be based largely upon the authors’ measurements of cortisol 
secretion rate by the isotope dilution method.’~* Those 
unfamiliar with this field may care to know that these 
estimations are at present in doubt owing to details of 
the procedure used, and that these difficulties have been 
emphasized recently in a careful study by Dr. R. V. Brooks 
(St. Thomas’s Hospital, London).° 

The value of their assessment of results in non-endocrine 
cases is impossible to judge, because no information is 
given of the clinical criteria that were used, nor of the sex, 
age, diets, race, reasons for admission, or psychological 
condition of their 70 convalescent patients. If the authors 
had chosen to consider the very large world of literature 
on these topics, they might perhaps have given some 
indication of the importance of these factors in adreno- 
cortical function in man. It is a common experience in 
this field that any completely unselected “ non-endocrine ” 
population shows a very wide scatter in the results of 
estimations of various steroids in single urine samples: the 
range of variation is considerably reduced when errors in 
collecting 24-hour samples, age, sex, and certain emotional 
states®* are taken into account. The authors’ assessment 
of their results and those of some others in Cushing’s 
syndrome are in doubt for similar reasons. 

It is not unfair to suggest that the majority of those 
who have devised and studied adrenal function tests in 
man with adequate techniques would agree with the 
authors that these tests need careful selection and 
standardization, and that biological variation is 
apparent here as in other fields. They would not. 
however, support the rather depressing and variegated 
conclusions of this paper, and, even allowing for some 
looseness of expression, would consider many of the 
statements in the summary to be inaccurate, to say the 
least. It is impossible to review the literature adequately 
here, but those interested in gaining further information 
may care to search among the numerous useful reviews 
available.’—I am, etc., 


Department of the Regius Professor 
of Medicine, 
Radcliffe Infirmary, 
Oxford. 


I. E. Busu. 


REFERENCES 
' Siri, W E., Isotopic Tracers and Nuclear Radiations, Chap. 15, 
1949. McGraw-Hill, N.Y. 
2 Pearlman, W. H., Pearlman, M. R. J., and Rakoff, A. E., J. 
biol. Chem., 209, 803. 
—— Ciba F dati 
vol. 11, 233. : 
* Hellman, L., Bradlow, H. L., Adesman, J., Fukushima, D. K.. 
Kulp, J. L., and Gallagher, T. F., J. clin. Invest., 1954, 33, 
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5 Proc. Soc. Endocrinology, in press. 

® The Human Adrenal Cortex, Ciba F 
Endocrinology 1955, vol. 8. 

’ Thorn, G. W., Canad. med. Ass. J., 1955, 72, 883. 

* Bliss, E. L., Migeon, C. J., Branch, C. H. M., and Samuels, 
L. T., Psychosom, Med., 1956, 18, 56. 

° Ciba Foundation Colloquia on Endocrinology, vols. 2, 7, 8, 11, 
1952-57; Recent Progress Hormone Research, vols. 9-15, 
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doti. Colloquia on 


Family Planning Advertisement 


Sir,—It has been reported in the lay press (Daily Mail, 
December 10) that the British Medical Association have 
agreed at the insistence of a group of Roman Catholic 
doctors to exclude a birth-control advertisement from 
the 1960 edition of Getting Married. This is a subject 
which should, I think, be ventilated in your columns. 

We in this country are apt to boast about the freedom 
of our Press. Most people, when they speak of this, 


think of political freedom, but is not religious freedom 
equally important ? Such freedom can scarcely be said 
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to exist if the editorial policy of an allegedly non- 
sectarian publication can be dictated by a single 
religious group, and in my view the Council of the 
Association should be ashamed of themselves. They 
might perhaps be forgiven for what many of us consider 
their pusillanimity in withdrawing the last edition of 
Getting Married, since protest on that occasion, though 
far from unanimous, was at least widespread and came 
from all sections of the profession, but if this timidity 
is allowed to become a habit where will it stop? No 
doubt we shall hear next that a teetotal group of doctors 
has demanded the exclusion of the Martell advertise- 
ments which appear regularly in the B.M.J. and in 
Family Doctor. Then a vegetarian group will be in a 
strong position summarily to prohibit the advertising of 
bovril.”—I am, etc., 


Twickenham, Middlesex. J. A. L. GoRRINGE. 


Sir,—I regret the decision by the Council of the 
Association not to accept an advertisement from the 
Family Planning Association for insertion into the next 
issue of Getting Married (Daily Telegraph, December 
10). Complaints by a religious minority have led to this 
decision, but there are doubtless those like myself who 
feel equally strongly that the advertisement should be 
allowed 

I deplore religious intolerance in any form, but that 
it should be allowed to influence Council’s decisions is 
quite appalling. Are all publications by the B.M.A. 
soon to be scrutinized by the Council so that no 
controversial issues be allowed to creep into their pages ? 
If space is going to be denied to advertisers on religious 
rather than medical grounds, are you, Sir, soon to be 
forbidden to accept advertisements from firms making 
contraceptives ? There is a matter of principle involved 
here, which should not be allowed to pass unnoticed.— 
i am, etc., 

Mitcham, Surrey. M. JupITH PRowsE. 


Treatment of Pilonidal Sinus 


Sir,—Mr. Roger Brearley (Journal, December 5, p. 
1256) accuses me of recommending “ marsupialization ” 
as a treatment of pilonidal sinus. May I crave your 
indulgence to deny any such recommendation ?—I 
am, etc., 

Farnham Common, Rosin BurKITT. 


Bucks. 
Medical Evidence 


Sir,—The implication of Dr. R. W. Cope’s letter 
(Journal, November 21, p. 1095) appears to be that a 
doctor’s evidence and advice to a court can be influenced 
by the fact that he is paid to give it to assist one of the 
litigants. What a terrible thought !—I am, etc., 

A. JOHN TASKER. 


Lewisham Hospital, 
London, S.E.13. 


Sir,—I agree with your correspondents Dr. R. F. 
Tredgold (Journal, October 10, p. 693) and Dr. R. W. 
Cope (Journal, November 21, p. 1095) that the time has 
come for a change in the procedure for obtaining 
medical evidence in a court of law. Surely the court 
could summon a panel of experts who, after consultation, 
would send a report to the judge with a minority report 
if necessary. The judge could then tell the jury the 
result of the report. I speak as one who in the past 
has had considerable experience of being a medical 
witness.—I am, etc., 


Oxford. MALCOLM DONALDSON. 
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The Customary Fee 


Sir,—I have been most intezested in the corre- 
spondence under the titie “ The Customary Fee,” as my 
family’s experiences in this.matter have to me been most 
illuminating. Since I qualified in 1947 my late father 
required consultant advice—he was visited at home by 
a consultant, whose domiciliary visits for the quarter 
were used up, but as his “son (was) a doctor the fee 
would be only two guineas.” My mother has twice 
visited consultants in their own rooms, and each time 
has been charged three guineas for gynaecological 
opinions and five guineas for medical examination plus 
screening. 

’ IT had worked as a student under all these consultants, 

and had been house-surgeon to the gynaecologist. All 
were established consultants before the Health Service 
started.—I am, etc., 


*.” This correspondence is now closed.—-Ep., B.M.J. 


Clinical Miscellany 


Sir,—Some weeks ago you published comments of 
mine on qualitative impressions I had formed about 
an association between eye colour and apparent pain 
sensitivity (Journal, October 24, p. 827). I later received 
a letter asking about various tests I had used to assess 
“ sensitivity.” As I was concerned in the Norwich 
Clinical Meeting about then, and with other secretarial 
and committee responsibilities, I delayed answering, and 
now find I have lost the letter. If the writer sees this. 
will he please write again ? 

I take this chance of commenting on two features of 
the Norwich Meeting. . First, it was obviously enjoyed. 
The people who conceived such a meeting and those 
who carried it out so ably are doing a tremendous 
amount of good for the B.M.A. and the profession. 

Secondly, in the Clinicopathological Conference 
(Journal, November 7, p. 949), the British case presented 
to the Americans was regarded as highly complex. I 
met only one physician who appreciated the importance 
of the presenting symptom—haemoptysis—in the 
diagnosis of the ultimate cause of death—miliary 
tuberculosis. I hope, Sir, you will allow me to put it 
on record that he was the Editor of the B.M.J.—I am. 
etc., 

Hove, 3, Sussex. 


W. A. Bourne. 


POINTS FROM LETTERS 


Osteomalacia in Asian Immigrants 

Mr. R. A. R. WALLACE (Bishop’s Stortford, Herts) writes: 
I agree with Dr. M. N. Pai (Journal, November 28, p. 1180) 
that one must be watchful for this distressing disability, not 
only in Asiatics but in all types of human beings. Wrong 
treatment may follow the blame be'ng cast on rice. I have 
had osteomalacia develop silently in myself, aged 71, but 
only in 1955, when suffering from acute pain due to the 
pest, epicemic encephalomyelitis, did I have my spine 
v-rayed. The picture was of porous, flattened, wedge- 
shaped, and biconcave vertebrae, with exploded, extruded 
disks, and flying buttresses everywhere. After six weeks the 
pain, well named Devil’s Grip, vanished almost as quickly 
as it came, with only a quivering sensation for a few days 
as a reminder. I diagnosed it as adult rickets following 
coeliac disease from very mild lifelong allergy to cereals, 
and dieted accordingly. The other symptoms more slowly 
subsided, the gassy turbulence, the fatty diarrhoea when I 
took milk products or animal fats, the hypoproteinaemia, 
and best of all I lost the constant pruritus. .. . 
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Obituary 


E. F. CHIN, M.B., B.S., F.R.C.S. 


Mr. E. F. Chin, whose reputation as a thoracic surgeon 
extended far beyond the Wessex region in which he 
worked, was killed on December 5 in a motor-car 
accident near his home at Nether Wallop. He was 46 
years of age. 


Ernest Favenc Chin was born in Sydney, New South 
Wales, on May 18, 1913. He was an outstanding athlete, 
playing rugger for Australia, and was a member of the 
Sydney Lifesavers Club. Having graduated M.B., B.S. 
(Sydney) in 1940, he joined the Royal Australian Naval 
Volunteer Reserve and was seconded to the Royal Navy 
during the period 1941-6, taking part in the Arctic convoys 
and in special-service operations in the Mediterranean. He 
chose to be demobilized in England in order to undertake 
postgraduate training in surgery in this country. He 
obtained the F.R.C.S. in 1948 and took up thoracic surgery 
as his specialty, holding appointments at King George V 
Sanatorium at Godalming, Harefield Hospital, Preston Hall 
Sanatorium, and Colindale Hospital. Since 1952 he has 
been director of the thoracic surgical unit in the Wessex 
Region. 

R. V.G. writes: Starting from scratch, “ Paul” Chin 
gathered his staff around him and welded them into a highly 
efficient team. In the short space of seven years he 
established and developed a thoracic and cardiac surgical 
unit that gained a national reputation. It was a remarkable 
achievement. During this period he worked with almost 
superhuman energy, gathering experience and perfecting 
his surgical technique. He became the complete thoracic 
surgeon competent in pulmonary, oesophageal, and cardiac 
surgery. His surgical judgment and technical skill were 
coupled with assid‘ous post-operative care. He studied the 


clinical and investigatory aspects of heart disease in addition - 


to the surgery of the heart, and acquired a profound 
knowledge of the clinical features and of the haemo- 
dynamics in congenital and valvular heart disease. He drove 
the members of his team hard, but none so hard as he 
drove himself. 

The success that his unit achieved, not only in treating 
patients but in teaching, is a fitting testimony to his 
character and drive and a tribute to his judgment. skill, and 
administrative ability. He made literary contributions to 
the surgery of chest deformities, of the oesophagus, and of 
the heart. In 1956 he became a Hunterian Professor at the 
Royal College of Surgeons of England. 

Coming from the wide open spaces of the new world, 
he was a countryman at heart and loved the Hampshire 
countryside. He cultivated roses with success and became 
a skilful fisherman. It was a rare pleasure, afforded to a 
small group of friends, to be invited to his home. 

In 1942 he married Miss Margaret Josephine Weddall and 
had three sons. His sudden death at the prime of life and 
at such an important point in his surgical career is tragic. 
He was a unique and inspired man. His loss will be keenly 
felt, but his work will for ever be an example to those who 
follow on. Our sympathy goes out to his widow and their 
three sons. 

H. M. B. writes: The tragic death of “ Paul” Chin came 
as a severe shock to his colleagues in the Wessex region. 
Already marked as a leader amongst the younger generation 
of thoracic surgeons, he had created in six years the 
nationally famed chest unit at Southampton which will 
remain as a memorial to his inexhaust:ble vigour and drive. 
He was not an easy man to know well, and a somewhat 
brusque manner was apt to convey a false impression at first 
acquaintance. He was at his best in the relaxed atmosphere 
of a clinical conference, where his essential modesty was 
shown in his eagerness to receive, as well as impart, 


information. He truly lived for surgery and contributed 
materially to its progress dyring his short career. 

He became interested in chest deformities soon after going 
to Southampton and systematized their surgical treatment 
in his Hunterian lecture. Latterly, accepting the challenge 
of cardiac surgery with characteristic enthusiasm, he had 
completed an impressive series of cases treated under 
hypothermia and cardio-pulmonary by-pass, and he had 
made valuable contributions to the literature of septai 
defects. As an operator he was outstanding, and the surgical 
virtue of courage he possessed in abundance ; a fortnight 
before his death Mr. Chin carried out a resection of the 
ascending aorta for aneurysm which those present will 
remember as a triumph of technique and confidence. 

Thoracic surgery in this country has sustained a crue! 
loss, but his memory will remain as an example to his 
colleagues and to those surgeons in this country and 
overseas whom he has helped to train ; while many grateful 
patients who have passed through the Southampton unit will 
have heard with grief of the sudden passing of their friend 
“ The Boss.” The deepest sympathy of the whole profession 
will be extended to his wife and sons. 

K.S.M. writes: “Paul” Chin, as he was invariably 
known, first joined the thoracic surgical unit at Harefield 
in 1947. He had had an extremely active career in the 
Navy, not least in destroyers in the Mediterranean during 
the desperate days of Malta convoys, but he was certainly 
in no way depressed by his experiences. 

After the brief period of confusion and doubt which 
affects all who come fresh to thoracic surgery, he decided 
that he liked it, and with characteristic determination set 
out to master it. He served Harefield well for the four 
years of his training before going as director of the newly 
formed thoracic surgical unit at Southampton. From the 
outset the unit stood comparison with the best, and as time 
went on became particularly well known in the field of 
cardiac surgery. It is especially remarkable that the 
complex new techniques of hypothermia and cardiac by- 
pass with the pump-oxygenator should have been developed 
so successfully in a unit so far from the resources of 
established teaching hospitals and medical research 
departments. 

All this was not done alone; he had powerful support 
both from the administration of the region and from his 
colleagues. But it is even more a tribute to him that this 
support should have been so fully justified by its results 
and consequently so freely renewed. Able men were 
interested to take part in the stimulating discussions and 
meetings at Southampton. Able men were glad to 
be associated with his work and were attracted to 
join the unit, which went from strength to strength. His 
sudden death has come long before he had reached the 
height of his capabilities. The mellowing passage of the 
years would surely have produced in him a leader in the 
field in which he had worked so hard. 

It is only a few weeks since I last met him at the annua! 
meeting of the Society of Thoracic Surgeons, to whose 
executive council he was elected this year. He will be 
missed by all his colleagues, and especially by those fortunate 
in their opportunity to have known him we!l. Our deep 
sympathy goes to his widow and three children. 


C. J. C. EARL, F.R.C.P.1., D.P.M. 


Dr. C. J. C. Earl, an authority on mental deficiency and 
formerly medical superintendent of the Monyhull Hall 
group of hospitals in Birmingham, died at Sir Patrick 
Dun’s Hospital, Dublin, on November 29, aged 60. 
Charles James Ceci] Earl was born in Dublin on August 
18, 1899, the son of Dr. H. C. Earl. He received his 
medical education in Dublin, and took the Irish Conjoint 
diploma in 1921. Elected a Member of the Royal College 
of Physicians of Ireland in 1924, he became a Fellow of 
the College in 1932. He obtained the D.P.M., with special 
knowledge of mental deficiency, at London University in 
1930. After qualification he held the appointments of 
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house-surgeon (subsequently, senior house-surgeon) and 
house-physician at Salford Royal Hospital, resident medical 
officer at Ancoats Hospital, Manchester, and house- 
physician at the West London Hospital. He was on the 
staff of Caterham Hospital from 1929 to 1940, and from 
the latter year until he retired in 1953 was medical 
superintendent of Monyhull Hall, King’s Heath, 
Birmingham. He was also a consultant psychiatrist under 
the Birmingham Regional Hospital Board. 


R.J.S, writes: When he was at Caterham Hospital Dr. 
Earl quickly established himself as one of the pioneers in 
the modern treatment of mental deficiency. Many of his 
early ideas are only now winning general acceptance. He 
left Caterham as deputy medical superintendent in 1940 
to become medical superintendent of Monyhull Hall 
Hospital, Birmingham. His interests ranged widely over 
all fields of mental subnormality, and his published work 
included papers on low-grade defect as well as on the 
psychological problems of the high-grade patient. His 
interest in psychology led to his appointment as lecturer in 
mental testing at the Maudsley Hospital and as an 
examiner in Bristol University. He was also an examiner 
in psychological medicine in Manchester University and at 
the Royal College of Physicians of Ireland. He was a 
fellow of the British Psychological Society and of the 
American Association on Mental Deficiency. 

Earl was one of the earliest workers in Britain to take 
up the Rorschach test and became a considerable authority 
in its use. He was the first chairman of the British 
Rorschach Forum. Never robust in health, he was a man 
of great energy and completely absorbed in his work. 
Apart from literature, he had few other interests. The 
strain of the war years and the tireless way in which he 
worked to realize his ideas on treatment further under- 
mined his health. In 1946 he underwent a major operation, 
but in spite of this his health showed little improvement. 
After sustaining severe injuries in a car accident, he retired 
in 1953, In retirement he continued to do as much work 
as his condition would permit. He had recently begun to 
lecture to psychology students in the National University 
of Ireland. When in hospital in the last few days of his 
life he completed a book on mental defect. He was a 
bachelor, and deep sympathy is extended to his two 
surviving brothers, both of whom are medically qualified. 


WILLIAM STEPHENSON, M.R.C.S., L.R.C.P. 


Dr. William Stephenson, a Fellow of the British Medical 
Association, died at Morpeth, Northumberland, on 
October 30. He was 77 years of age. 


William Stephenson was born at Jarrow, Co. Durham, on 
September 11, 1882, the son of a schoolmaster, and 
began his working life as a pharmacist with John Noble, 
a chemist in South Shields. He practised pharmacy for 
some years, but his humanity and interest in people drew 
him on towards medicine, and after the first world war he 
became a medical student and qualified M.R.C.S., L.R.C.P. 
from Charing Cross Hospital in 1924. He then went north 
to work for the remainder of his days, settling in general 
practice in Newbiggin-by-the-Sea, first with the late Percy 
Evers and, later, on his own account. As a family doctor, 
his great capacity for hard work, a deep sense of vocation, 
and his gentleness of speech and action not only ensured 
material success but also the affection of patients and 
colleagues alike. His interests were wide and his activities 
prolific. A noted bibliophile, his knowledge of, and 
research in, medical history was formidable. Several of his 
medico-historical works were published, and his library of 
ancient medical books was well known in the north. His 
magnum opus, a life of William Turner, author of A New 
Herbal, also a resident of Morpeth—lies almost completed 
on his desk. His interest in medical history led Stephenson 
to travel widely all over Europe. 

In our profession a willingness to undertake tasks is 
frequently rewarded by a tendency to overburden “ the 
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willing horse.” This, but for his prodigious energy, would 
surely have happened to Stephenson. For 30 years he was 
honorary treasurer and charities secretary of the Morpeth 
Division of the B.M.A., which he also represented several 
times in the Representative Body and of which he was 
chairman. He served many years on the North of England 
branch council, the Northumberland local medical com 
mittee, the Newcastle executive council, the Northgate 
Hospital Committee, and the local medical war committee. 
He was president of the North of England Branch of the 
B.M.A. in 1954 and became a Fellow of the Association in 
1959, 

Stephenson was a clinical enthusiast. A founder and late 
president of the Newcastle Obstetrical Society, he was a 
regular attender at the Northern Counties Medical Society. 
Among his other numerous interests was the St. John 
Ambulance Brigade; the many hours he devoted to this 
cause were rewarded a few years ago by his investiture as 
a Serving Brother of the Order of St. John. 

The friend of all and a man of deep religious convictions. 
to none was William Stephenson a better friend than his 
younger colleagues, always ready when asked to offer sage 
advice and encouragement ; at least one member of Council! 
recalls that he would never have served on his first 
committee but for a nod from William Stephenson. 
Throughout his full and varied life as a family doctor he 
had the loyal support and encouragement of his charming 
and understanding wife; to her and to his daughter and 
son, who now carries on the family practice, goes the 
sympathy of his colleagues.—J. S. N. 


JANET W. MACKIE, M.B.E., M.B., B.S. 


Dr. Janet W. Mackie (née Welch), who worked as a 
medical missionary at Blantyre, Nyasaland, and later 
became a member of the staff of the U.S. Public Health 
Service, died in Washington, D.C., some weeks ago, 
aged 66. 


Janet Welch studied medicine at the Royal Free Hospital 
Medical School, graduating M.B., B.S. in 1926. She took 
the D.T.M.&H. five years later. Shortly after qualifying 
she visited Kenya and first entered the missionary service, 
accepting a temporary appointment in the Kenya Mission. 
In 1928 she was appointed to the Church of Scotland 
hospital at Blantyre, Nyasaland, where she gave herself 
unsparingly to her work, which was chiefly among the 
women and children. She helped to establish a chain of 
maternity and infant welfare clinics staffed by African 
women trained in Blantyre. Over the course of time she 
became one of the leading medical personalities in 
Nyasaland, and in 1936, the year she was appointed M.B.E.. 
she became president of the Nyasaland Branch of the 
B.M.A. Three years later a grant from the Carnegie 
Foundation took her to the United States, where she studied 
at different centres, and where she wrote a report on 
nursing education in Africa which embodied the accumu- 
lated experiences of her years of service. She retired from 
the mission service in 1941, and in the following year she 
returned to the U.S.A. to marry Dr. Thomas Mackie, also 
a specialist in tropical medicine. Later she joined the 
international division of the U.S. Public Health Service, and 
for a time worked as a medical adviser in Siam. She 
retired in 1958. 


B. MACKENZIE HEGARTY, M.B., Ch.B. 


Dr. B. M. Hegarty, who was in general practice for 
many years in Luton, died at his home there on 
November 25 after a short illness. He was 55 years 
of age. 

Bertie Mackenzie Hegarty was born on May 3. 1904, and 
educated at Falkirk High School. After graduating M.B., 
Ch.B. at Glasgow University in 1927, he held several resident 
hospital appointments in Glasgow. Then, after a short 
assistantship in Llanelly, he came to Luton in 1930 as 
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partner to Dr. Harmer. The following year he became sole 
partner on the death of Dr. Harmer. His tremendous drive 
and enthusiasm for work soon created a very large practice, 
and latterly he was the senior of four partners. His main 
interest lay in obstetrics, and his skill was recognized among 
his colleagues. Such was the demand for his services that 
for many years he averaged more than 200 confinements 
per year. He was for several years a member of the local 
medical committee and the obstetric committee of the 
Bedfordshire Executive Council. A founder member of the 
College of General Practitioners, in 1955 he was chairman 
of the South Bedfordshire Division of the B.M.A. During 
the war he was in charge of the mobile medical services of 
the local civil defence forces. He leaves a widow, two sons, 
and a daughter. 


N. M. M. writes: The passing of Bertie Hegarty is a great 
loss to the profession in Luton and to scores of patients who 
loved him and acknowledged his skill. The very large 
congregation at the funeral service bore testimony to this. 
He was a Trojan for work, and I often marvelled how he 
found time with his busy practice and many confinements 
to enjoy his hobbies of woodwork and sailing. He even 
built his own boat. His pleasing Scottish accent and 
forthright manner will be sadly missed at medical meetings 
and functions, especially at local B.M.A. gatherings. A 
great personality has gone from the medical life of Luton, 
and we offer our sympathy to Mrs. Hegarty and her family. 


O. S. MEYER, M.D. 


Dr. O. S. Meyer, who practised as an orthopaedic 
surgeon in Germany before coming to London in 
1937, died on November 9 while on a visit to the 
United States. 


H.C. writes: Oscar Salomon Meyer graduated in 
medicine at the University of Kiel in 1904. In his 
postgraduate years he worked as assistant to Professor 
Vulpius at Heidelberg and Professor Hoffa in Vienna. He 
was specially attracted to orthopaedic surgery, which was 
then just beginning to be recognized as a special branch of 
surgery. In 1910 Dr. Meyer became established in his home 
town of Liibeck as a specialist in orthopaedic surgery and 
maintained an institute of considerable size, combining a 
private clinic and operating theatre with departments of 
radiography, physiotherapy, and rehabilitation. He was a 
greatly loved and respected surgeon and widely known 
outside his own town. 

In England he will be remembered for his work princi- 
pally at the Charterhouse Rheumatism Clinic. the staff of 
which he joined in 1942. He was interested in the 
orthopaedic aspects of the rheumatic disorders and quickly 
established a proficient department dealing especially with 
the orthopaedic problems of the feet. He developed this 
particular field of work through a period of some 20 years, 
gaining a unique experience and devising individual methods 
of treatment, for which a great number of people in the 
British Isles, both among his medical colleagues and among 
the rheuryatic population, will remain appreciative and 
thankful to him. He leaves a widow and a son and daughter. 


J. J. RAINFORTH, M.B., F.R.C.S. 


Mr. J. J. Rainforth, who was for many years ear, nose, 
and throat surgeon to the Lincoln County Hospital, died 
at Bexhill-on-Sea on November 6, aged 79. 


John Jekyll Rainforth was born in Lincoln, where his 
family had lived for many years. He was educated at 
Neuheim College, Heidelberg, and Felsted School, going 
on to study medicine at the London Hospital, where, after 
graduating M.B. in 1904, he held the posts of house-surgeon, 
house-physician, aural house-surgeon, and receiving-room 
officer. In 1909 he took the F.R.C.S. and returned to 


Lincoln to practise, and in 1913 he was appointed ear, nose, 
and throat surgeon to the Lincoln County Hospital. 


At the beginning of the first world war he served on the 
staff of the 4th Northern General Hospital at Lincoln, but 
in 1916 he went out to Egypt and Palestine in the R.A.M.C. 
He was mentioned in dispatches by General Allenby in 
March, 1919, for “ gallant and distinguished services in the 
field.” On his return to civilian life he continued his work 
at Lincoln County Hospital, where he remained as a 
consultant until 1945, when he retired after undergoing a 
severe operation from which he made an excellent recovery. 
On his retirement he was presented with a silver salver by 
his colleagues as a mark of their esteem and affection. 

Rainforth was a man of quiet and modest disposition and 
took little part in social activities. In his retirement he 
lived with his sister, Miss Zara Rainforth, and they devoted 
their lives to each other. He was a true and faithful 
colleague, whose work was of a very high standard. For 
many years he was closely connected with the work of the 
Lincolnshire Medical Benevolent Society, to which he was 
honorary secretary, and never spared himself in promoting 
its welfare.—G. C. W.-C. 


H. W. MACINTYRE, M.B., B.S., M.R.C.P.Ed., D.C.H. 
D.Path. 

Dr. H. W. Macintyre, consultant pathologist to the 

Hertford County Hospital, died suddenly on November 

12 shortly after returning home from work. He was 

38 years of age. 


Hugh Wilkes Macintyre was born on July 24, 1921, being 
the younger son of Dr. Lillian Macintyre and the late Dr. 
Hugh R. Macintyre, of Liverpool. From Epsom College 
he went on to study medicine at University College Hospital, 
graduating M.B., B.S. in 1946. Thereafter he was house- 
physician at his teaching hospital under the late Dr. W. J. 
Pearson. He also held a resident appointment at the Kent 
and Sussex Hospital, Tunbridge Wells. He served for his 
period of National Service in the R.A.F. for two and a half 
years, working in the pathological departments of various 
hospitals. On his return to civilian life he took the Diploma 
in Child Health and became registrar in clinical pathology 
at the Central Pathological Laboratory in Liverpool. In 
1951 he became registrar in pathology at St. Mary Abbots 
Hospital, where he worked under Dr. Gordon Signy. In 
the same year he took the M.R.C.P. of Edinburgh, ard in 
1955 the D.Path. of the English Colleges. Having obtained 
a Fulbright travelling scholarship in clinical pathology, he 
went to the Meadowbrook Hospital, New York, and Cornell 
University for a year, and on his return to England he 
was appointed senior registrar in the department of clinical 
pathology at the Manchester Royal Infirmary. About three 
years ago he became consultant clinical pathologist to the 
Hertford group of hospitals and Hertford County Hospital, 
and quite recently he had been appointed honorary secretary 
to the medical advisory committee of the group. 

S. F. H. writes: Hugh Macintyre was the first consultant 
pathologist at Hertford County Hospita!, a position he 
came to three and a half years ago. He took on a small 
and slow-working laboratory and gradually made it into an 
efficient and harmonious ancillary service by dint of steady 
application and reasonableness. Looking back, one might 
say this steady application and reasonableness seem to have 
been his outstanding attributes. He gave a service which 
was based on a sound and wide pathological knowledge. 
being always willing to impart this knowledge to colleagues 
and practitioners and give what help he could, at the same 
time pointing out the likely limitations of investigations 
undertaken. His unvarying temperament made it easy for 
all to know what he thought about things and get a straight- 
forward answer without beating about the bush. 

I came to know Hugh Macintyre as a reliable, kind, and 
courteous friend with an even personality which was ruffled 
only by unwarranted carelessness or rudeness. His main 
interests apart from an occasional game of golf were his 
home and work. He was particularly conscientious about 
being on emergency call, which, at times of staff shortage, 
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was quite frequent. His sudden and unexpected death came 
as a sad blow to all who worked with him, and our sympathy 
is extended to his widow and infant daughter. 


D. M. LINDSAY, M.D., F.R.F.P.S., F.R.C.O.G. 


Mr. D. M. Lindsay, who practised as a gynaeco- 
logical surgeon in South London, died at St. 
Bartholomew's Hospital on November 20. He was 
64 years of age. 

Douglas Marshall Lindsay was born at Glasgow on 
May 9, 1895, and was educated at Glasgow High School 
and at Morrison's Academy, Crieff, Perthshire. He studied 
medicine at Glasgow University, and graduated M.B., Ch.B. 
in 1919, proceeding to the M.D., with high commendation, 
in 1927. Elected a Fellow of the Royal Faculty of 
Physicians and Surgeons of Glasgow in 1922, he became 
a Member of the Royal College of Obstetricians and 
Gynaecologists in 1936 and a Fellow in 1948. After 
graduation he held the appointments of assistant visiting 
surgeon to out-patients at the Glasgow Royal Maternity 
and Women’s Hospital, and later became senior assistant 
surgeon and surgeon to out-patients at the Royal Samaritan 
Hospital, Glasgow. During the time he was in Glasgow 
he was also assistant to the university lecturers in clinical 
obstetrics and gynaecology and assistant to the professor 
of obstetrics and gynaecology in St. Mungo’s College. 

In 1928 he was appointed senior assistant medical officer 
for obstetrics by the Croydon county borough. This 
position was the first of its kind in Britain, and the terms 
of his appointment required him to organize an obstetric 
and gynaecological service in the borough, a unit of which 
he was director until 1933. Later he organized an obstetric 
and gynaecological service in Beckenham. He was honorary 
gynaecological surgeon to Beckenham Hospital for some 25 
years and, in addition, gave his services to the Beckenham 
Maternity Hospital and the Purley and District War 
Memorial Hospital. He was also obstetric and gynaeco- 
logical specialist to the borough of Beddington and 
Wallington and to the urban district of Coulsdon and 
Purley. During the second world war he was consulting 
obstetrician and gynaecologist to the borough of Bromley 
and to the North Kent area, and a surgeon in the Emergency 
Medical Service. 

Mr. Lindsay was the author of Trauma and Compensation 
in Obstetric and Gynaecological Cases, published in 1927, 
and of Civilian First Aid for War Wounded, a book first 
published in 1940 and which ran to several editions. At 
various times he had served in all three Forces. During the 
first world war he held commissioned rank in the R.N.V.R. ; 
later he was recommissioned in the R.A.M.C. (T.A.); and 
during the second world war he was in command of the 
Croydon wing of the Air Training Corps. He was a justice 
of the peace 


DOROTHEA WALPOLE, M.B., Ch.B. 


The obituary of Dr. Dorothea Walpole was printed in 
the Journal of December 5 (p. 1261). 

J.S. writes: One who has had a close and valued 
association with Dorothea Walpole, which lasted for many 
years and ended only with her death, would like to pay a 
tribute to her memory. Hers was a most complex 
personality, and this complex but harmonious whole was 
given with a radiant simplicity to everyone she met. There 
was nothing misleading about Dorothea Walpole. The 
beautiful voice and distinguished looks were true indications. 
Her patients were sure of her and felt the comfort of her 
presence. She had a splendid drive to heal. It was this 
which gave her such an extraordinary capacity for work, 
so that at the end of a gruelling day she could call up 
apparently limitless reserves of energy in an emergency. 
It was this, too, which made her so pre-eminent in the 
conduct of long, difficult, arduous cases, exhausting to both 
patient and doctor. She never lost heart; was always 
convinced that, if she could only discern it, there was 
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something more to find out which would help. She sought, 
one could see, a design. This made her work both scientific 
and artistic, and again there was, between those two 
elements, harmony. She was a great general practitioner. 
Her whole cast of mind was optimistic. She looked forward 
in hope. This made her a splendid listener, for she 
discarded little and made much of what she was given, sure 
that, in some good way, it could be woven in. Her loyalty 
and devotion to her family, her nation, her church, did not 
trouble her awareness of the kinship of all men. She was 
gentle and strong. It is good to think that those splendid 
gifts used so unsparingly gave her great pleasure of the 
noblest sort. To heal where possible and to console and 
sustain always was her vocation, and she carried it on til! 
she went. 


H. W. WILSON, F.R.CS. 


The obituary of Mr. H. W. Wilson was printed in the 
Journal of November 28 (p. 1184). 


Dr. J. B. Gurney SMITH writes: May I pay a tribute to 
a very revered chief ? There must be hundreds of his old 
dressers who now mourn the death of a truly great surgeon, 
teacher, and personality. The old pink firm at Bart’s was 
a famous one in my day, and consisted of Harold Wilson, 
Geoffrey Keynes, and Vernon C. Thompson, all excellent 
instructors. As a surgeon, Harold had a reputation for 
being slow but extremely sure, as was shown by his most 
gratifying post-operative results. I have known him take a 
full three-quarters of an hour doing a simple herniotomy 
in a child, putting into effect the famous dictum of 
Moynihan of “caressing the tissues.” He would always 
demonstrate things in the theatre. For example, he would 
invite the dressers to look down a cystoscope when doing 
a cystoscopy. I well remember the performance one day 
of a lithotrity and how expert he was in catching the stone, 
crushing it, and washing the fragments into a Bigelow’s 
evacuator. All catgut was “ string” to him, How well one 
recalls the remark, “ Aye, Sister, give us a piece of string.” 
As a teacher he was very concise, and his ward rounds were 
always most enjoyable and instructive. His clinical lectures 
were masterpieces. In these he would present a case and 
appear to be quite baffled by the diagnosis, yet from the 
symptoms manifested by the patient he would build up a 
concrete diagnosis. He had no doubt at all about what 
therapeutic courses he would pursue. As a personality he 
was one of the many great figures of Bart’s. How well one 
recalls the slim, well-dressed figure walking slowly across the 
famous square arm-in-arm with his houseman, complete 
with buttonhole—an adornment which even in the depth 
of winter he managed to secure. How many old dressers 
will recall his affectionate references to themselves as 
“ Sonnie” or “ Laddie.” He had a playful twinkle in his 
eye which was really infectious. So another beloved son 
of Bart’s has joined the host of this hospital’s immortals, 
and we salute his passing and offer our deepest sympathy 
to his daughter and her family. 


H. B. DAY, M.C., M.D., F.R.C.P. 


The obituary of Professor H. B. Day was printed in the 
Journal of November 21 (p. 1103). 


Dr. St. C. M. L’A. Husparp writes: The obituary of 
Professor H. B. Day outlined his distinguished career but 
did not record those human qualities which so endeared 
him to younger men such as myself. He was, for example, 
an exceptionally gifted landscape artist in both pastel 
and water colour. For his first grandson he modelled 
innumerable toy soldiers at a time when none were to be 
had in the shops. He was a keen supporter of his local 
church, In his personal dealings he was invariably kindness 
itself. He had a marked sense of humour—in many of his 
stories the laugh was against himself. If his loss is felt 
as much by the younger generation, how much more so by 
his own ? 
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Medical Notes in Parliament 


SCIENCE IN THE SERVICE OF SOCIETY 
[FROM OUR PARLIAMENTARY CORRESPONDENT] 


Ihe new Minister for Science, Viscount Hailsham, was 
presented by Lord TayLor with “a programme of 
thinking” in a debate on the place of science in civil 
life which the House of Lords held at his instigation 
on December 9. Lord Taylor did not ask for any snap 
decisions on the ideas and proposals he put up, and 
Lord Hailsham did not offer any, seeing them rather 
as subjects for a series of separate discussions. He 
gave a short explanation of the advantages of the new 
“ office” which constitutes the Ministry of Science, 
and acknowledged it to be an evolutionary and not 
revolutionary move. He also said that one of his first 
actions on being appointed Minister for Science was to 
ask the Advisory Council on Scientific Policy to take 
a fresh look at the balance of scientific effort, including 
the relative stress to be placed on biology in comparison 
with the other sciences. 


M.R.C. Anatomized 


From the general proposition that science, and the 
possibilities for society which it opened up, was the great 
growing-point of our civilization, Lord Taylor turned 
naturally for particular example to medicine and the 
science of health promotion, and the work of the Medical 
Research Council for which he sought the Minister’s care 
and stimulation. Here was one of the meeting-places of 
science and politics. Doctors and other scientists were 
providing the raw material for politics; and if they were 
to do their job properly they must feel free to follow 
whithersoever the quest led them—even if it be to show that 
accepted policies of Government or Opposition were wrong. 

He believed the M.R.C. to be a model of Government 
intervention in the sciences. The membership was, and had 
always been, first class. The nation had been fortunate in 
having three outstanding scientists as secretaries. The 
return in human health. and happiness for the relatively 
microscopic expense of £34m. a year could be reckoned, 
if it were possible to turn it into cash, in hundreds of 
millions. He enumerated the Council’s activities ; praised 
its policy of backing good men, and its use of part-time 
directors; but found it a little over-sensitive to outside 
criticism, possibly because nobody was quite sure how far 
its Minister ought to go in answering in Parliament for its 
doings. 

Lord Taylor’s opinion was that the worst thing that could 
happen would be a continuous Parliamentary inquisition, 
in the form of question and answer, about the M.R.C. 
But he had his own suggestions to make, to stimulate—as 
he put it—just a little extra critical self-examination. It 
had a large number of specialized research committees. 
The volume of paper which came before the Council for 
final decision was enormous. Was this really inevitable ? 
The Council was doubtful about its power to delegate 
authority to its committees and agencies. There was over- 
centralization and delay. Meetings of the Council, which 
ought to be a forum for general discussion on broad 
scientific policv, were too often cluttered up with immense 
detail. 

Winners Not Always Backed 

The Council’s positive decisions were almost always right, 
they almost never backed a loser; but they did sometimes 
fail to back winners. There were three reasons for this. 
Inevitably most members of Government scientific councils 
were very senior people, and it was an occupational risk 
of senior scientists to develop a _ certain intellectual 
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negativism ; they did not like trying out new ideas outside 
the conventional run of thinking. As a student he was told 
that bacteriology was finished, that vaccines were finished- 
yet there had been the wonderful triumph of the Salk 
vaccine. He had always believed it might be possible to 
develop a vaccine or antibody against neoplastic tissues. 
and research work in Canada suggested that it was not an 
impossibility. This was a project to which the M.R.C. 
might give very careful consideration. But this sort ot 
positive research called for a constructive ingenuity, an 
attack, quite different from the analytical ingenuity needed 
for solving many problems. (Not all, or even most, senio: 
scientists, he added, developed this intellectual negativism. ) 

The second difficulty the Council ran into was the opposite 
of one of its great virtues. As a broad principle, it backed 
good men, whatever their ideas and fields of work. It 
did not say, “ Here is our problem which must be tackled. 
and we will find the men to do it.” That method was 
much more risky and costly; often the ideas would come 
to nothing; but when such an idea came off it was the 
way to hit the jackpot in science. He suggested three 
projects which might be tackled in this way—the 
biochemistry of schizophrenia; a vaccine for neoplastic 
tissue ; and research for a biochemical agent, which he was 
sure existed, that would cure high blood-pressure. Each 
needed an expensive and vigorous team. but he believed 
each could be followed with great profit. 


Loss of Good Research Workers 


The third difficulty was in relation to the universities. 
Most university research was financed through the University 
Grants Committee, though with other contributions. It was 
always possible to get grants between £3,000 and £10,000 
for small-scale projects lasting one to three years. The 
difficulty arose for young research workers at the end of the 
three years. There was a great shortage of endowed reader- 
ships and research professorships. The result was that every 
year good research workers were being lost to clinical 
medicine. The M.R.C. could do a great deal to help. 
provided they had the money. The other side of this was 


_the unwillingness of universities to recognize Government 


research units as approved places for study for highe: 
degrees. In Germany and America it was common fo: 
universities to grant honorary professorships to the heads 
of Government institutions, which enabled these places to 
be recognized for higher degrees. It was up to the 
universities to take the lead in this ; all that could be done 
was to suggest that they ought to do it. 


Perhaps a Research Hospital 


He understood the M.R.C. were toying with the idea o! 
a research hospital, somewhat on the lines of the great 
Bethesda Hospital in the United States. This had much 
to commend it, but he wondered whether it would not be 
better to have several hospitals, each with one specialized 
research unit in a single subject, rather than the whole 
lot together in one place. 


Psychiatric Research 


Psychiatric research, in crude economic terms, was the 
most important of all. It was a hard, tough job of applied 
biophysics, applied biochemistry, applied sociology and 
statistics, and good clinical medicine. It was one of the 
most important growing-points in all science, for it sought 
to find out by scientific method what kind of society would 
do moést to create a healthy mind. In the United States 
bounding energy and enterprise were marching hand-in-hand 
with tension-states and duodenal ulcers. In Scandinavia 
there was superb social planning and a wide distribution 
of wealth—yet high suicide and divorce rates, a decay of 
sexual morality, and a decline of religion. In Russia—so it 
was thought—there was a low neurosis rate and a high 
sense of social purpose, built on a largely fallacious and 
potentially dangerous philosophic interpretation of history. 
It looked as though a condition of psychiatric or mental 
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health might well turn out to be no more and no less than 
the practical application of Christian ethics to everyday life. 


A Social Science Research Council 


All this Lord Taylor followed up with a shorter 
commentary on the Agricultural Research Council and the 
Department of Scientific and Industrial Research, urging 
that the latter had become too big and should be split into 
four new research councils-—physical, chemical, engineering, 
and industrial. Finally he suggested the establishment of 
a Social Science Research Council alongside the others. 
The D.S.1.R. was spending £53,000 a year on human science, 
and the Government spent another £81,000 on the social 
survey of the Central Office of Information. Here was 
positive recognition that science could be applied to help 
solve the problems of society. Some of the problems to 
which a Social Research Council might bend its efforts 
were: the best size of organizations for social efficiency, 
whether they were hospitals, factories, towns, or even 
research councils; conurbations, which were the greatest 
challenge to urban societies ; communications, by whatever 
form; social morality: and relations between the nations. 


Apologia for the Science Minister 


Viscount HAtLSHAM made only a brief reference to space 
research—-“ within two years British instruments may be in 
orbit round the earth ”’—and atomic science. Lord Taylor. 
he said, was probably right in supposing, in his appraise- 
ment of the work of the M.R.C., that there was scope for 
further development of clinical research work, but he would 
not comment on it that day. The central theme which 
Parliament must face in dealing with the ultimate challenge 
of science was: How we are to get the best use of our 
science and technology by fitting the administration of it 
into our Parliamentary and democratic system. Science 
could not be disentangled from life and treated separately. 
In this country administration of it demanded democratic 
control. This could have been achieved, without any special 
Minister for Science, by splitting up the various activities 
imong the different Government departments ; but it would 
have caused deep offence among scientists, who were jealous 
of their integrity and independence. It could have been 
done by creating a vast Ministry of Science. This would 
involve a marriage of civil and defence science and the 
destruction of the existing research councils, and in the view 
of civilian scientists it would be disastrous. So the modest 
organization over which he presided, and which it was his 
duty to make work——“* 39, down to the last doorkeeper ” 
was the best. It was performing a totally different function 
from the Ministry of Education or the Board of Trade, the 
executive work being carried out by scientists with a relative 
freedom, though subject to Government direction of one 
kind or another. 

Sociology’s Claims 


Lord MORRISON OF LAMBETH doubted the necessity for 
the new creation, and, as a former Lord President of the 
Council with responsibility for Government surveillance of 
scientific research, declared that it was carried out very well. 
He had some doubts too about the idea of a research 
council for social science. Theoretically there was a lot 
to be said for it, but a similar proposal in 1946 broke down 
on the question, “What is social science?” Lord 
BEVERIDGE supplied an answer from his early association 
with Sidney and Beatrice Webb at the London School of 
Economics—to bring the methods of natural science, facts 
and impartiality, to rule in the study of society. He was 
a warm supporter of Lord Taylor’s proposal. 

Lord ADRIAN’s approach was cautious. [t was right, he 
thought, to discuss the best way of applying scientific 
principles and discoveries, but it was also necessary to 
ensure that there was a steady output of principles and 
discoveries to apply. We had not an unlimited supply of 
scientists, and were never likely to have. In sociology 
there was a great lack of senior men and of posts they 
ought to fill; it was still trying to find its feet; it had a 
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long way to go before it would have reached the status of 
real scientific impartiality, but it was high time it was given 
a better chance of doing so. The Government should give 
serious consideration to Lord Taylor’s proposal for a Social 
Science Research Council. He was not quite convinced that 
the time was ripe, but there was a strong case for a 
preliminary survey of the need for one; it might be found 
that a research council in a rather limited field would be a 
great addition to existing machinery for promoting the 
development of science in industry and health. 

Lord JAMES OF RUSHOLME said that more urgent than the 
shortage of money or materials was the shortage of men 
of the right training and ability. It was in the schools that 
the great danger to our scientific future lay. Many new 
and fine laboratories had been built, but there were far too 
many schools in which the provision for teaching science 
was utterly out of scale with the advances in universities 
and technical colleges. An even more important and more 
urgent need than laboratories was an adequate supply of 
teachers of science and mathematics ; without them, hopes 
of the proper application of scientific knowledge to national 
affairs were doomed to frustration from the start. 


PARLIAMENTARY QUESTIONS 


Synthetic Oestrogens in Animal Products 

Lord DouGLtas oF BaRLocH asked on December 3 what 
proportion of meat, poultry, or other animal products sold 
for human consumption had been derived from animals 
treated with diethylstilboestrol, and what would be done to 
prevent this. Earl WALDeGRAVE, Parliamentary Secretary. 
Ministry of Agriculture, Fisheries, and Food, stated that the 
proportion of such food derived from animals treated with 
or fed on synthetic oestrogens was thought to amount to 
only a very small fraction of the total. Experimental 
evidence so far suggested that risk to human health was 
very slight. The evidence was kept under review by the 
Agricultural and Medical Research Councils. 

Lord DouGLas OF BARLOCH said that the National Cancer 
Institute in the United States had found from experiments 
on test animals that diethylstilboestrol was  cancer- 
inducing. It was time that its use was entirely stopped. 
Earl WALDEGRAVE replied that the evidence was not quite 
as clear as Lord Douglas suggested. He was informed that 
the effect of the substance on laboratory animals was not 
at all clear yet and was still under study. 


Health Centres 

Mr. L. A. Pavirr (Willesden, West, Lab.) asked the 
Minister of Health on December 7 how many health 
centres had been opened under Section 21 of the National 
Health Service Act; and what was the total number of 
general practitioners working in these centres. Miss EDITH 
Pitt, Parliamentary Secretary to the Ministry of Health, 
replied that so far 10 new health centres had been provided 
under this section; 92 general practitioners were working 
in them. 

Mr. Pavitr asked how many of the centres were being 
used merely as branch surgeries, apart from a practitioner's 
practice actually conducted outside the centre; and. 
further, if she would consider making a survey of how 
these centres had worked during the operation of the 
National Health Service Act. Miss Prir said she did not 
know how many of the general practitioners used the 
centres as their sole or main base, but many, in fact, did 
not: they still continued to use their own surgeries. 

Dr. EptrH SUMMERSKILL (Warrington, Lab.) asked, since 
there had been only 10 centres provided in 10 years, if Miss 
Pitt could say whether the attitude of the British Medical 
Association towards the provision of health centres had 
made local authorities reluctant to provide them and the 
doctors to rent rooms in them. Miss Prrr: “I know of no 
representations made by the B.M.A.” Health centres, of 
course, were still on an experimental basis, and so far as 
she was aware, and from personal experience, it lay with 
the general practitioners in an area to say whether they 
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wanted a health centre and were willing to operate it. Dr. 
SUMMERSKILL asked if Miss Pitt realized that it had been 
suggested by the B.M.A. to medical practitioners that it was 
not desirable to support health centres. Miss Pitt: “I 
am surprised to hear that. I will inform myself on the 
point.” There were, in fact, 10 health centres, four more 
were being provided, and four further centres had been 
approved, so progress was being made in the provision of 
health centres. 
Group Practice Loans 


Mr. Pavitt asked what was the total number, and the 
total amount, of interest-free loans granted to group 
practices of doctors by the Group Practice Loans Committee 
for each year since its inception. Miss Pitt said the total 
number of loans so far approved for England and Wales was 
180, involving £900,940. She also provided the following 
figures : 


Number of Loans Value of Loans 


| Approved Approved 
1954-5 | 39 £173,170 
1955-6 35 £143,370 
1956-7 20 £92,630 
1957-8 21 £113,720 
1958-9 29 £168,770 


Mr. Pavitt asked if, in view of the figure given that for 
21,000 general practitioners only 14 health centres had 
been built, and in view of the success of the group-practice 
loan scheme, the Minister would consider extending the 
amount of money available for this purpose in the coming 
year, and consider also not taking it out of the Central 
Pool. Miss Pitr: “Any extension of the arrangements 
would have to be considered in the light of the Report 
of the Royal Commission on Doctors’: and Dentists’ 
Remuneration.” 


Group Practice in Scotland 


Earlier, on December 1, Mr. T. G. D. GALsratrH, Under 
Secretary, Scottish Office, had told Miss M. HERBISON 


(North Lanarkshire, Lab.) that since 1954 interest-free loans | 


made under the official scheme had been given to assist 
52 group practices in Scotland, involving 177 doctors. 
Precise information was not available about group- 
practice arrangements entered into by other doctors, but 
nearly one-third of the general practitioners in Scotland now 
worked in partnerships of three or more. No applications 
for loans had been turned down which fell within the 
accepted criteria of the Group Practice Loans Committee. 


Staff Accommodation in Scotland 


Dr. A. E. THompson (Dunfermline, Lab.) asked the 
Secretary of State on December 8 whether he was satisfied 
with the standard of accommodation provided for medical 
and nursing staffs at Scottish hospitals; and if he would 
make a statement. Mr. J. S. Mactay: “I am reasonably 
satisfied that the majority of the staff concerned have a 
good standard of accommodation. There are deficiencies 
in some hospitals, but the hospital authorities concerned are 
doing what they can to meet them as their resources 
permit.” 

National Health Service Charges 


Mr. S. S. Awsery (Bristol, Central, Lab.) asked the 
Minister of Health on December 7 if he had considered the 
communication sent to him by the councils which administer 
the medical, dental, pharmaceutical, and ophthalmic 
services, asking him to abolish all charges for health 
services, in view of the fact that the present charges were 
preventing people from receiving the necessary treatment 
and were causing hardship; what reply he had sent; and 
whether he would give an estimate of the total cost of 
reverting to the free services of the 1948 Act. 

Mr. D. WALKER-SMITH stated that the Joint Committee 
of the Associations of Executive Councils had asked him, 
with the Secretary of State for Scotland, to give careful 


consideration to its memorandum, and he would certainly 
do this and write to the Joint Committee in due course. 
The estimated annual cost to the Exchequer of abolishing 
the charges for dental, pharmaceutical, and ophthalmic 
services for England and Wales would be about £24}m. 
after taking into account the refunds made in certain cases 
but without making any allowance for any possible conse- 
quential increase in demand. 


M.R.C.’s Programme 


Mr. D. Price (Eastleigh, Con.) asked the Minister of 
Health, as representing the Minister for Science, what plans 
he had for extending the activities of the Medical Research 
Council. Mr. WaALKER-SMiTH said the Medical Research 
Council’s sphere of activity covered the whole field of 
medical research, within which its programme was steadily 
expanding as medical and scientific staff became increasingly 
available. The Council envisaged a further considerable 
increase in expenditure in the coming financial year. The 
Minister for Science (Lord Hailsham) had asked the 
Advisory Council on Scientific Policy to advise him on the 
general balance of the national scientific efforts as a whole. 
and its view would of course be carefully considered by the 
Medical Research Council. 


Wolfenden, Part Ii 


Mr. K. Rosinson (St. Pancras, North, Lab.) asked the 
Home Secretary on December 10 whether he had yet 
reached a decision upon the recommendations of Part II of 
the Wolfenden Report ; and what steps he proposed to take 
in order to ascertain the views of the Commons on the 
matter. Mr. R. A. BUTLER said the debate a year ago had 
shown that opinion in the last Parliament was sharply 
divided. He believed that that was an accurate reflection of 
opinion in the country, and that it would be premature to 
introduce legislation. He did not think the time yet ripe 
for a further debate. 


Medico-Legal 


DRIVING UNDER THE INFLUENCE OF 
DRINK OR DRUGS 


[From oUR LEGAL CORRESPONDENT] 


Cases where a question of the sobriety of drivers of motor- 
vehicles arises are of great interest to lawyers and doctors. 
The difficulty of deciding what degree of influence by drink 
is sufficient to make driving criminal and the difficulty of 
testing whether that degree has been proved are present 
in all except extreme cases. In two recent cases other 
questions arose for decision. 


Punch-drunk 


At London Sessions on November 24 a former boxer. 
aged 42, was acquitted of driving under the influence of 
drink (Guardian, November 25). The accused stated in 
evidence that over a period of about 18 years he had fought 
many fights, and that “quite a few years ago” he came to 
realize that he was “punch-drunk.” He said that on 
previous occasions he had been arrested by the police but 
he had been released on the spot each time when the police 
realized he was not drunk. On this occasion the accused's 
car was stopped at Lewisham, and a policeman, having 
noticed iis lights were not on, approached him and arrested 
him because of his condition. 

On this evidence it was quite clear that the accused was 
not committing an offence under Section 15 of the Road 
Traffic Act, 1930, which makes it an offence to drive or 
attempt to drive when “under the influence of drink or a 
drug to such an extent as to be incapable of having proper 
control of the vehicle.” This phrase defines both the degree 
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of incapacity and what must have caused it, before it can be 
said that Section 15 has been contravened. To be liable to 
conviction if unexpectedly overcome while driving by an 
illness symptomatically similar to drunkenness would 
obviously be unfair: equally it would be wrong to drive 
knowing one’s health made it likely that one would be 
incapable of properly controlling a vehicle. In law, this 
latter case is provided for by Section 5 of the Road Traffic 
Act, 1930, which rules that on his application for a driving 
licence the applicant shall declare whether or not he is 
suffering from any of certain specified diseases or 
disabilities, or from any other disease or disability which 
would be likely to cause the driving of a motor-vehicle by 
him to be a source of danger to the public. If the appli- 
cant is suffering from such disease or disability, the licensing 
authority must refuse to grant the licence: and if, after 
granting a licence, the authority are satisfied that the holder 
is suffering from such disease or disability they may revoke 
the licence, subject to an appeal to the magistrates’ court. 


Laced Stout 


The second case is that of a doctor who, on being charged 
at London Sessions with driving under the influence of 
drink, pleaded not guilty, claiming that two nurses had 
tipped gin into his stout when he was not looking (The 
Times, November 26 and 27). Evidence was given that the 
doctor had drunk about four pints (2.3 1.) of draught stout 
on the evening of his arrest. He met three nurses at the 
Irish Club, and bought them gins and orange. One of the 
nurses did not drink alcohol, and when her gin and orange 
arrived she poured it into the doctor's stout, as did another 
of the nurses. The doctor was fined £30 with 15 guineas 
costs, and had his licence endorsed. 

A person convicted under Section 15 of the Road Traffic 
Act must, by virtue of that Section, be disqualified from 
driving for at least 12 months “ unless the court for special 
reasons thinks fit to order otherwise.” Mr. R. E. Seaton, 
the Chairman of the Sessions, held that the circumstances of 
this case were special reasons why the doctor need not be 
disqualified from driving. 


PRACTITIONERS’ FEES 
[FRoM ouR LEGAL CORRESPONDENT] 


On November 19 there was heard in the Plymouth County 
Court an action concerning fees charged by a naturopath, 
Mr. Albert George Sparkes, of Plymouth (Western Morning 
Vews, November 20). 

Mrs. Margaret Braithwaite, of Paignton, who was said 
by her husband to have no faith in doctors, consulted Mr. 
Sparkes when she learned that she had cancer. Mr. Sparkes 
told her and her husband that his treatment would form 
the basis for a cure for cancer. Mrs. Braithwaite showed 
some initial improvement, and though Mr. Sparkes later 
called in an orthodox medical practitioner Mrs. Braith- 
waite preferred that the naturopathic treatment should 
continue. Mrs. Braithwaite was now said to be too ill to 
attend court in this action, which was brought for the 
purpose of recovering £61 paid as fees to Mr. Sparkes. 

Dr. R. M. S. McConaghey, a member of the Science 
Committee of the B.M.A., said in evidence that the diet and 
treatment recommended by Mr. Sparkes were harmless but 
would not benefit a woman suffering from cancer. He 
added that it was dangerous for Mr. Sparkes to have told 
Mrs. Braithwaite to avoid going into hospital, but agreed 
with the judge that a naturopath was entitled to give a 
willing patient whatever treatment he considered proper. 
The action for the return of the fees paid to Mr. Sparkes 
was dismissed. These fees could only be ordered to be 


returned if there was a total failure of consideration—-that 
is, if Mr. Sparkes had utterly failed to perform his contract. 
In fact, said the court, Mr. Sparkes had done what he 
promised to do—namely, to give treatment which would form 
the basis for a cure for cancer, on the assumption that it is 
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more difficult to cure a sick body than to cure a healthy 
body. Mr. Sparkes withdrew a claim against Mr. 
Braithwaite for £26, being the balance of his fees. 


Law on Recovery of Fees 


The law concerning the recovery of fees by unregistered 
med'cal practitioners (such as naturopaths and osteopaths) 
is contained in Section 27 (1) of the Medical Act, 1956: 

“No person shall be entitled to recover any charge in any 
court of law for any medical or surgical advice or attendance, or 
for the performance of any operation, or for any medicine which 
he shall have both prescribed and supplied, unless he shall prove 
upon the trial that he is fully registered.” 

In order to recover, the practitioner must have been fully 
registered at the time when the services were rendered. 
This provision does not make unregistered practitioners 
unable to sue for any fees whatsoever. An unregistered 
practitioner can sue for charges in respect of medicine so 
long as: he has not both prescribed and supplied it: he may 
sue for his fees if he has either prescribed or supplied. The 
unregistered practitioner may also sue for fees which are 
in respect of work which is not advice, but is treatment not 
amounting to an operation. Where he has both advised 
and given treatment not amounting to an operation, he must 
apportion his fees and only sue for treatment. 


F.R.C.P.s and Barristers 

There is a by-law of the Royal College of Physicians 
of London prohibiting the Fellows (but not Members) from 
suing for their fees or expenses. The effect of Section 27(2) 
of the Medical Act, 1956, is that this by-law may be pleaded 
in bar of any legal proceedings instituted by a Fellow of the 
College. Hence the by-law is effective as rule of general 
law, and the remedy is not a purely personal one against 
the Fellow available after the fact. 

Fellows of the Royal College of Physicians are not alone 
among professional men in being unable to sue for their 
fees. It is a rule of common law that barristers, both 
Juniors and Queen Counsel, may not sue for their fees, 
which are regarded as honorarium. But barristers enjoy 
a compensating benefit: the application of the principle that 
their services are gratuitous has resulted in the rule that 
barristers cannot be sued for negligence. 


NEGLIGENT FAILURE TO DIAGNOSE 
FRACTURES 


[From ouR LEGAL CORRESPONDENT] 


On November 2 Mr. Justice Salmon gave judgment for 
Mr. Vernon Newton against the Central Middlesex Group 
Hospital Management Committee and Dr. Alfred Potasnick. 
Mr. Newton had claimed damages on the grounds of the 
defendants’ failure to provide proper medical care at Acton 
Hospital, in particular for negligent diagnosis. Mr. Newton 
was awarded £650 general damages and £778 special damages 
(The Times, November 3). 


Multiple Fractures 


Mir. Newton was taken to the out-patient department of 
the hospital after an accident in which he fell 12 ft. (3.6 m.) 
from a roof on to concrete. Mr. Newton's case was that 
when examined he had a patella broken into 11 pieces, a 
broken nose, and a broken wrist, and that all these had been 
missed. The defence’s case was that Mr. Newton's patella 
was not fractured at the time of examination: it was 
suggested that Mr. Newton was a chronic alcoholic, that it 
was probable that after his last visit to Acton Hospital 
he had had an accident in which he had broken his knee, 
and was either lying now or was so drunk at the time that 
he did not know he had done it. The defence submitted 
that if Mr. Newton’s knee had been broken by the fall it 
was incredible that Dr. Potasnick should have missed it, so 
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incredible, and showing such a high degree of negligence, 
that the court should hold that the knee could not have 
been fractured at the time of the accident. 

The court held, however, that Mr. Newton’s patella was 
fractured at the material time, and that the fracture had 
been missed by Dr. Potasnick. The court also rejected the 
allegations of alcoholism and dishonesty made against Mr. 
Newton, though there was no doubt that he had drunk very 
heavily to relieve the pain in his knee after the accident and 
before the fracture was diagnosed. In the circumstances the 
Hospital Management Committee and Dr. Potasnick were 
liable in negligence as regards the fractured patella. The 
court, however, did not hold Dr. Potasnick negligent in his 
failure to diagnose the fractured wrist. Many doctors 
would have spotted the injury or have been suspicious and 
taken an x-ray, but it was a very difficult fracture to 
diagnose. 

Reliance on Case Notes 


Two other matters of some interest arose in this case. 
The first of these concerns the question of reliance by 
doctors on information written on a patient’s hospital card 
on the authority of another doctor. Mr. Newton saw two 
other doctors at the hospital after the occasion when he saw 
Dr. Potasnick. Both these two doctors relied on the hospital 
card, on which was written, “ No clinical fracture.” The 
first of the two was acquitted of negligence in so relying, 
as»Mr. Newton came to him only for a dressing. The 
court held, however, that the second of the two doctors 
was negligent in failing to examine the knee, as Mr. Newton 
had complained bitterly of his knee to her. Mr. Justice 
Salmon said that one felt sorry for her, and no one blamed 
her very much. 

Special Damages for Fees 

The second matter of interest is that Mr. Newton, after 
his experiences at the hospital, employed doctors privately. 
The court held that in view of his experiences it was 
reasonable for Mr. Newton to have done this, and as a 
result the doctors’ fees were recoverable as special damages. 


Universities and Colleges 


UNIVERSITY OF OXFORD 


In Congregation on November 28 the degree of D.M. was 
conferred on P. J. R. Nicholls. 

Mr. L. Z. Cosin and Dr. R. G. McInnes were appointed 
University Lecturers in geriatrics and psychiatry respectively from 
October 1, 1959, to September 30, 1964. 

Dr. P. D. Bedford and Dr. J. M. K. Spalding were appointed 
Clinical Lecturers in medicine and neurology respectively from 
October 1, 1959, to September 30, 1964. 

The Theodore Williams Scholarship in Pathology for 1959 has 
been awarded to Richard Ransford Marples (Exeter College). 


UNIVERSITY OF CAMBRIDGE 
The Raymond Horton-Smith Prize for 1958-9 has been 
awarded to Dr. J. H. Angel, and the Sir Lionel Whitby Medal for 
1958-9 to Dr. P. B. C. Matthews. 
In Congregation on November 28 the degree of B.M. was 
conferred on A. H. Abrahams (by proxy) and N. E. F. Lever. 


UNIVERSITY OF DUBLIN 
ScHOOL OF PHysic, TRINITY COLLEGE 


The following candidates have been approved at the examination 
indicated : 
M.A.O.—C. R. Deuchar, O. A. Ojo. 


UNIVERSITY OF LONDON 


The following candidates at the Institute of Psychiatry have been 
approved at the examination indicated : 

ACADEMIC POSTGRADUATE DIPLOMA IN PSYCHOLOGICAL MEDICINE.—Part II : 
R. H. Culpan, C. M. Parkes, G. K. MacG. Shaw, The following have 
passed in Part I only: J. Dominian, C. E. Salter, L. Sharpe, P. B. 
Whatmore. 


UNIVERSITY OF BIRMINGHAM 


Dr. A. P. D. Thomson has been reappointed representative of the 
University on the Birmingham Regional Medical Recruitment 
Committee. 

The title of University Research Fellow has been given to the 
following during the tenure of their present posts in the depart- 
ments indicated: Dr. H. Mueller (Advanced Research Fellow of 
the American Heart Association), in the Department of Biochem- 
istry; Dr. Abbas-Alivand Khoyi (Senior Lecturer in Physiology, 
University of Tabriz), in the Department of Physiology ; Dr. S, C. 
Melnick (first holder of the Jeff Hall Fellowship for Poliomyelitis 
Research), in the Department of Medicine ; and Dr. L. M. Eguren 
(Head of the Pathological Department of the Military Central 
Hospital, Peru, and a British Council scholar), in the Department 
of Pathology. 

The title of Honorary Lecturer in the Department of Medicine 
has been given to Dr. G. Armitage (Consultant Psychiatrist to 
St. Matthew’s Hospital, Burntwood) and Dr. C. W. Crane 
(Research Fellow of the Medical Research Cevncil working in 
the Department of Medicine) during the tenure of their present 

ts. 

The following appointments are announced: Mr. V. S. Brookes 
and Mr, P. Dawson-Edwards, University Clinical Lecturers in 
Surgery, to be also part-time Lecturers in Surgery, and Dr. 
W. H. P. Cant, Dr. C. G. Parsons, and Dr. B. S. B. Wood, 
University Clinical Lecturers in Paediatrics and Child Health, 
to be also part-time Lecturers in Paediatrics and Child Health, al? 
from October 1, 1959. 

Dr. S. H. Taylor resigned from the appointment of Lecturer in 
Medicine on September 30, 1959, 


ROYAL FACULTY OF PHYSICIANS AND SURGEONS OF 
GLASGOW 


At a meeting of the Faculty held on December 7, with 
the President, Mr. Arthur Jacobs, in the chair, the following were 
admitted Fellows of Faculty qua physician: Mary Cherian, C. M. 
Fleming, Iris I. J. M. Gibson, D. M. Joshi (Godrez), R. Leishman, 
W. C. Love, D. Mathuranayagam, G, O. Onuaguluchi, R. K. 
Saksena, D. A. L. Watt. 


ROYAL COLLEGE OF PHYSICIANS OF IRELAND 


At a meeting of the College held on December 4, with the 
President, Dr. P. T. O'Farrell, in the chair, the following were 


_admitted to the Licence in Medicine and Midwifery : 


M. Bayer, F. A. Caraher, G. M. Coleman, Rosaleen M. Deviin, Y. D. 
Docrat, J. E. Gordon, O. D. E. Herbert, P. R. Hodson-Fletcher, Anna 
Keane, Teet Meng Kwan, T. N. Obonna, R. G. Magauran, Mairi F. McK. 
McPhail, F. F. Naily, Naoise O'Shea, R. H. Palmer, Olive S. Samuel. 


Vital Statistics 


Graphs of Infectious Diseases 


The graphs below show the uncorrected numbers of cases 
of certain diseases notified weekly in England and Wales. 
Highest and lowest figures reported in each week during 
the years 1950-8 are shown thus ------ , the figures for 
1959 thus Except for the curves showing notifica- 
tions in 1959, the graphs were prepared at the Department 
of Medical Statistics and Epidemiology, London School of 
Hygiene and Tropical Medicine. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


‘ Summary for British Isles for week ending November 28 
f (No. 47) and corresponding week 1958. 


DIPHTHERIA 
Figures of cases are for the countrics shown and London administrative 
a - \ zit A Highest 1950-58 : ; county. Figures of deaths and births are for the whole of England and 
3 1 Aa Wales (London inciuded), London administrative county, the 17 principal 
a towns in Scotland. the 10 principal towns in Northern Ircland, and the 14 
« ; A blank space denotes disease not notifabie or no return available 
‘2 4 7 - The table is based on information supplied by the Registrars-Gencral of 
England and Wales. Scotiand, N. Irclani. and Eire, she Mon try tealth 
= 1959 and Local Government of N. Ireland, and the Department of Health of Eirc. 
Lowest 1950-58 
2 
| 1959 1958 
WEEKS Diphtheria 13; mt] 2) oO 9} st of a) 2 
Dysentery 657, 100 225 16, 16] x. 
Infectious Diseases ——|——| | — — 
Encephalitis, acute 4 1) 0 4 } 0) 
Areas where the numbers of notifications were high in the 
n eric fever: | 
latest two weeks for which figures are available. Typhoid 3} o| of 8 1 
Paratyphoid 1} (B) 0 9 oj 0 
ing 5 Food-poisoning .. | 29) 16; 247| 
diarrhoea under | | | 
Staffordshire 107 129 2 years 14} 35 | 7) 45 
C.B Measles* . 1,174 19) 31) 85] 6,192) 387) 129 30} 420 
Meningoc occal in- | 
Tutbury R.D. ... 13 26 fection 1) 3) of af | 
Acute Poliomyelitis torum is af 6 21) Of 
Kent 3 21 Non-paralytic s} 4) 25; 3 | 
Dartford R. D. 0 13 Puerperal fever§ . 172, 26, By 189| 32} 2} 
Lancashire 169 207 Scarlet fever. 7 “1,463 86) 149,31] 31] 1,088) 75] 120) 24, 36 
Tuberculosis: 
Liverpool C.B. 33 54 Respiratory ..| 407) 43) 64) 21 457| 49} 96] 23 
Oldham C.B. ... 10 12 Non-respiratory 47, 3} 2 6| 16 
Preston C.B. ... 10 23° Whooping-cough_ | 50. 15/158] 757, 32) 71) 83) 76 
Chadderton U.D. 8 10 
Kirkby U.D. ‘ 4 15 
Leigh M.B._... 3 22 1959 1958 
London... ... 100 % DEATHS i® igie{& 2 
Hammersmith ... 5 20 | |Z as Sis 
Southwark ... 19 23 Diphtheria o of of of o of of o 
Dysentery 1 0 1 oO 0 
Birmingham C.B. 12 15 Encephalitis, acute | 0 0 | 0 
Wiltshire 2 27 Enteric fever. o 0 o 
Salisbury M.B. ' 0 17 Infective enteritis or = | 1 
diarrhoea under | 
Yorkshire East Riding . 17 18 2 years .. ‘ 6| o| 2 1 7 ® @ 8 
Influenza .. 18 1 2 17 0; 1 
Yorkshire North 5 20 aa “a a 
| 
Yorkshire West Riding .. 99 Meningococcal i | ol o | of | 
Pn 42) 13, 9] 53} 21] 13 
Sheffield C.B. ... 3 12 Poliomyelitis, acute | O 0 
Tubercolosis: | | | | | 
Diphtheria Respiratory .. nol 7) 4 41. 93 13} 3 
London 11 4 Non-respiratory | 2 1 7 1 0 1! 
Camberwell 2 Whooping-cough 0 of of o 
Islington 7 1 Deaths 0-1 year 286 24| 37| 10| 1s] 300, 39| 38 6| 16 
Deaths "(excluding | | | | | 
stillbirths) . | 10,096) 795) 614) 134, 173] 10,153; 920, 602) 136, 180 
Accidental Deaths 
LIVE BIRTHS .. | 13,469) 910] 251 368 13,722{1183| 239| 369 
atal accidents during October numbered 1,371. 317 of —————— 
the 491 accidents occurring in the home were due to falls. Seen -—. oS | mil 2 21| 29| 
Pedestrians were the victims in 40% of 582 fatal road * Measles not notifiable in Scotland, whence returns are approximate. 


accidents. 


t Includes primary and influenzal pneumonia. 
§ Includes puerperal pyrexia. 
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Medical News 


Nuffield Foundation Report 

The grants made by the Nuffield Foundation in 1958-9 
for the first time exceeded £1m., says the Foundation’s 
fourteenth report. About a quarter of this was spent in 
the Commonwealth, mostly in Africa, and the rest was spent 
in this country on scientific, medical, and social projects and 
on fellowships. The grants include: 

University of Edinburgh.—£50,000 for research on the fibro- 
blast in the departments of zoology and animal genetics. 
St. Mary's Hospital Medical School.—£9,000 over three years in 
support of a unit to study protein metabolism and, in particular, 
connective tissue in the department of chemical pathology. 
University of Oxford.—£5,250 over three years for an investiga- 
tion into the mechanism of common sensation in the department 
of human anatomy. Research in Rheumatism.—£6,200 to various 
centres. University of London.—£25,000 over five years to 
finance a metabolic unit in the Institute of Urology and 
£17,000 over five years for an investigation into the inci- 
dence and type of mental disease in general medical practice. 
Central Middlesex Hospital.—£2,060 towards building a new dict 
kitchen associated with the gastro-enterology research centre. 
Fulham and Kensington Hospital Management Committee.— 
£1,750 towards the cost of a survey into chronic chest disease 
in the Borough. Sunderland General Hospital.—£4,500 for the 
continuation of research into the physiological and pathological 
changes in the aged. Commonwealth: University College, Ibadan, 
Nigeria —£5,000 over three years for an investigation into the 
distribution of infectious diseases against a background of genetic, 
social, and climatic factors. Mulago Hospital, Kampala, Uganda. 

£4,000 for the assembly of information about the condition of 
the families of undernourished children. Institute of Child 
Health, Calcutta —£3,500 over three years to finance an 
investigation into the pattern of disease among the local children. 


Hospital Library Services 

“In general, hospital library services require a ‘new 
look,’ ” says the recently published report on a pilot survey 
of these services carried out by an independent committee 
sponsored by King Edward’s Hospital Fund for London, 
and covering 133 hospitals administered by the North-west 
Metropolitan Regional Board. (Hospital Library Services, 
price 2s. 6d.) 

The report comments on the “ Cinderella-like attitude "’ towards 
these services of some hospital authorities—32 hospitals had 
either no library at all or next to none—and says that in none of 
the plans for the extension of hospital premises which came under 
the notice of the committee was provision made for a proper 
library service. It recommends that, ideally, public libraries 
would supply most of the books, and that hospital libraries be 
staffed by voluntary organizations. The committee urges that the 
question of whether books are capable of carrying tuberculous 
infection should be scientifically investigated and an authoritative 
pronouncement made. 


Mouth-to-Mouth Artificial Respiration 

The Royal Life Saving Society will continue to give first 
place to the Holger Nielsen method when teaching artificial 
respiration. The Society’s medical committee recognizes 
that mouth-to-mouth respiration is probably more effective, 
but it has aesthetic and practical disadvantages which make 
it unsuitable for teaching—particularly in schools—as the 
Society’s recommended standard practice. 

In the Society’s new Handbook of Instruction the expired- 
air method will, however, be described in sufficient detail to 
enable it to be used in an emergency. Its disadvantages do not 
apply in the same degree when it is used by professional life- 
guards, and the committee suggests that they should be taught 
how to use an airway tube and be required to carry one when 
on duty. The members of the medical committee which has been 
formed to advise the Society are Sir Cecil WAKELEY (chairman), 
Dr. W. D. W. Brooks, Mr. W. P. CLELAND, and Professor R.'F. 
WooLMER. 


Medical Art Exhibition 
More than 70 guests attended the opening in the British 
Medical Association’s Glasgow regional office on December |! 


of an art exhibition by members of the medical profession 
in the West of Scotland. 

Organized by Dr. J. T. McCutcheon, assistant Scottish secretary 
of the B.M.A., and opened by Dr. T. J. Honeyman, the exhibition 
includes more than 100 exhibits of oil paintings, water colours, 
pen and pencil drawings, carvings in ivory and wood, tapestries, 
and photographic slides. Messrs. Bengers, Ltd., gave generous 
help in mounting the exhibits, which will be on view till Christmas 
Day. 


New Northern Ireland General Hospital 

An architect’s model of the new 11-story Londonderry 
Hospital at Altnagelvin, Londonderry, is shown here. The 
hospital, built on a rise looking out to the Hills of Donegal. 
will cost about £2,600,000, and it is expected that patients 
will be admitted from February 1. 


= 


It has accommodation for about 390 acute general and 
maternity cases. Among its features are a central sterile supplies 
department ; a 21 ft. by 13 ft. hydrotherapy pool; ceiling heating : 
and two-way radio communication between nurse and patient. 
The £20,000 kitchen block supplies food by electric train through 
an underground tunnel which leads to the ward lifts. The boiler 
house and laundry, which can deal with 12 tons of washing a 
week, serve a group of hospitals and are already at work. 


Birmingham University 

The title of professor of cardiac surgery has been con- 
ferred on Mr. A. L. D’Abreu, dean of the faculty of medicine 
and part-time reader in thoracic surgery, from October 1. 
Sir ARTHUR THOMSON has been appointed senior fellow 
in medical history from January 1, 1960; and Dr. A. P. D. 
THOMSON, senior lecturer in anatomy, has been appointed 
acting director of the department of anatomy from the same 
date. 


Royal College of Physicians, Edinburgh 

The office-bearers of the College for the ensuing year are: 

President: Dr. A. Rat Gitcurist ; Vice-president: Dr. J. D. S. 
CAMERON; Members of council: Dr. I. G. W. Hut, Dr. J. 
HALLipay Croom, Dr. T. Anperson, Dr. J. Laurie, Dr. H. J. S. 
MATTHEW; Treasurer: Dr. J. ALASTAIR Bruce; Secretary and 
registrar: Dr. R. F. Ropertson; Honorary librarian: Dr. W. A. 
ALEXANDER, 


British Association of Otolaryngologists 

The following have been elected officers of the association 
for 1960: 

President: Mr. C. Gitt-Carey; Immediate past president: 
Mr. I. Stimson HALL; Vice-president: Mr. R. R. Simpson; 
Honorary treasurer: Mr. J. C. HoGG; Honorary secretary: Mr. 
G. H. BATEMAN. 


British Association of Plastic Surgeons 

The following have been appointed to serve for 196%: 

President: Mr. P. H. Jayves; Immediate past president: Mr. 
RAINSFORD MOWLEM; Honorary treasurer: Mr. R. P. OSBORNE : 
Honorary editor: Mr. A. B. WaLLAce; Honorary secretary: Mr. 
Joun Watson; Members of council: Mr. C. R. MCLAUGHLIN, 
Air Commodore G. H. Morey, Mr. E. W. Peet, Mr. Mortimer 
SHaw, Mr. J. S. TouGH; Overseas representative on council: 
Mr. W. MANCHESTER, New Zealand. 


British Doctors for Harvard 
Seven doctors from Great Britain are among 36 from 
foreign countries who recently received appointments to the 


: 
CS 
28 
live 
and 
pal 
14 
re. 
- 
> 
6 
== 
” 
"a 
8 
4 
6 
) 
> 


1418 Dec. 19, 1959 


MEDICAL NEWS 


Harvard Medical School, Massachusetts, and its affiliated 
hospitals. They are: 

Dr. K. P. Apert, Dr. J. A. Batowin, Dr. F. BerGet, Dr. 
J. W. D. Henperson, Dr. J. E. H. Penpower, Dr. D. 
STacHiewicz, and Dr. K. W. Taytor. 


Rose Simmonds Memorial Fund 

A grant of £250 is to be offered in 1960 to either 
(a) a suitably qualified person who wishes to take a 
recognized course for a dietetic diploma in the United 
Kingdom ; or (6) a qualified dietitian who wishes to further 
her knowledge and experience in nutrition and dietetics, 
which can include study, research, or travel in the United 
Kingdom or abroad. Applications are invited from persons 
resident in the United Kingdom or the Republic of Ireland, 
who will be required to submit details of the programme 
they wish to follow. Forms of application, to be completed 
and returned by February 17, 1960, may be obtained from 
the Secretary of the British Dietetic Association, 251, 
Brompton Road, London, S.W.3. 


“Medicina Experimentalis ” 

A facsimile of the notes made by CLAUDE BerRNarRD for 
his lecture in 1877 are reproduced as an introduction to the 
first volume of this new monthly journal, together with his 
definition of experimental medicine. The journal will 
publish papers of scientific interest from all aspects of this 
field. The editor-in-chief is Professor R. DomENsoz 
(Institute of Pharmacology, Bonn University), and details 
may be obtained from the publishers, S. Karger Ltd., 25, 
Arnold Bécklinstrasse, Basle, Switzerland. 


Churchill College 

The Hon, RicHARD HUME ApRIAN has been appointed 
tutor and director of studies in natural sciences at 
Churchill College, Cambridge, from January 1, 1961. 


COMING EVENTS 


Regional Paediatric Conference for Middle East and 
East Mediterranean Countries.—Cairo, March 6-11, 1960. 
The conference is sponsored by the Egyptian Paediatric 
Association (supported by the International Paediatric 
Association), and will discuss tuberculosis, malnutrition, 
haemoglobinopathies, poliomyelitis, and rheumatism. 
Membership applications (fee, £E5) to the treasurer, Dr. 
G. Wat, Egyptian Paediatric Association, Children’s 
Hospital, Mounira, Cairo, before January 15; manuscripts 
to the secretary, at the same address, by the same date. 


13th International Congress on Occupational Health.— 
New York, July 25-29, 1960. Details from Dr. R. E. 
Ecxarot, Esso Research and Engineering Co., P.O.B. 45, 
Linden, N.J., U.S.A. 


26th International Congress Against Alcoholism.—Stock- 
holm, July 31-August 5, 1960. Details from the Secretary, 
Bureau International contre l’Alcoolisme, 49, Case Gare, 
Lausanne, Switzerland. 


16th International Congress of Psychology.—Cologne, 
July 31-—August 6, 1960. Details from Professor UNDEUTSCH, 
Psychology Institute, Cologne University, Germany. 


Sth International Congress of Gerontology.—San 
Francisco, August 7-14, 1960. Details from Dr. Louis 
Kuptan, 722, Capital Avenue, Sacramento, California, 
U.S.A. 


International Congress of Clinical Chemistry.— 
Edinburgh, August 14-19, 1960. Details from Dr. S. C. 
Frazer, Clinical Laboratory, Royal Infirmary, Edinburgh. 


3rd Australasian Conference on Radiation Biology.— 
This conference will be held at the University of Sydney, 
August 15-18. 1960. Papers are invited in radiation biology, 
radiation chemistry, and radiation physics. Details from 
Dr. Peter Iteery, Department of Preventive Medicine, 


University of Sydney, N.S.W., Australia. 


NEW ISSUES 
SPECIALIST JOURNALS AND ABSTRACTS 


The journals listed below are obtainable from the Publishing 
Manager, B.M.A. House, Tavistock Square, London, W.C.1. 


Ophthalmic Literature——Issued quarterly (£4 4s. annually: 
combined with British Journal of Ophthalmology, £9). The new 
issue is Vol. 13, No. 2. 


Abstracts of World Medicine.—Issued in the first week of each 
month, this journal contains abstracts of important papers 
selected from the current medical literature of the world. 
Annual subscription £4 4s. 


APPOINTMENTS 


NORTH-WEST METROPOLITAN Hospitat Boarp.—J. Luder, M.D.., 
M.R.C.P., D.C.H., Consultant Frys. West Herts Group of 
Hospitals ; J. W. Jackson, M.Ch., F.R C.S., Consultant Thoracic Surgeon, 
Harefield Hospital ; A. C. F. Green, a R., B.Chir., Geriatrician (S.H.M.O.), 
Abbots Langley Hospital Macintyre, M.B., Ch.B., D.P.M., Assistant 
Psychiatrist (S.H.M.O.), Shenley Hospital. 


SOUTH-WESTERN Hosprtat Boarp.—A. C. Akehurst, M.B., 
B.S., F.R.C.S., Consultant General Surgeon, South Somerset Clinical Area ; 
R. J. Hart, M.B., B.S., F.R.C.S., Consultant Orthopaedic Surgeon, North 
Gloucestershire Clinical Area; J. P. Partridge, M.B., B.S., F.R.C.S., Con- 
sultant Surgeon, North Devon ; . Wilson, M.D., M.R.C.P.Ed., 
Consultant Neurologist, Devon and Cornwall ; G. UO. M. Neatby, M.R.C.S., 
L.R.C.P., D.O.M.S., Ophthalmologist (two sessions) to Schvol Eye Service, 
Wiltshire ; W. R. Biatchiey, M.B., B.S., reappointed Climcal Assistant to 
Rheumatism Clinic in Gloucester; H. W. Stanicy, M.B., B.S., D.A., 
General-Practitioner Anaesthetist, South Hams Hospital, Kingsbridge; S. 
Theodorou, M.D., Registrar in Orthopaedic and Traumatic Surgery, 
Torquay and Exeter; J. R. T. Colley, M.B., B.S., Medical Registrar to 
Bath Group of Hospitals ; B. P. O'Flynn, M.B., Ch.B., reappointed Registrar 
in Pathology to Bath Group of Hospitals. 


BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 


Hoole.—To Muriel (formerly Dobbin), M.B., Ch.B., and William Hoole. 
B.Sc., D.T.A., by adoption, a son—Blair Martin (born June 18, 1959). 


DEATHS 


Austin.—On November 21, 1959, at 31, Alexandra Road, Plymouth, Devon, 
Neville Henry Austin, M.R.C.S., L.R.C.P., formerly of Lingfield, Surrey, 
aged 86. 

von Rergen.—On November 26, 1959, Carl von Bergen, M.B., B.S., of 
Four Acres, Leatherhead, Surrey. 

Boardman.—-On November 28. 1959, at his home, 16, Glebelands Road, 
Prestwich, Manchester, David Livesey Boardman, M.B.. Ch.B., D.Path., 
aged 39. 

Burnet.—On December 1, 1959, Edward Burnet, M.B., Ch.B., of 57. 
Nassau Road, Barnes, London, S.W., aged 91. 

Campbell.—On November 28, 1959, at Chideock, Dorset, Samuel Campbell, 
M.B., B.Ch., late of Furneaux Pelham, Hants, aged 73. 

Couzens.—On November 22. 1959, at Hatch Beauchamp Nursing Home, 
Somerset, Alfred John Couzens, F.R.C.S., late of Romford, Essex. 

Donald.—On October 24, 1959, at Westcliffe, Etherley = -” 
Auckland, Co, Durham, Harry Gordon Donald, M.B., Ch.B., 

Eari.—On November 29, 1959, at Sir Patrick Dun’s Hospital. “-% 
James Cecil Earl, F.R.C.P.1., D.P.M., of 2, Dale Drive, Stillorgan, 
Dublin. 

Eccles.—On November 30, 1959, Oreste Eccles, M.D., of 67, Emlyn Road, 
London, W., aged 

.—On November 24, 1959, John Aloysius Finegan, O.B.E., M.B., 
Ch.B., of 4, Strand Avenue, Ashton-in-Makerfield, Wigan, aged 55. 

Garbutt.—On November 22, 1959, at Brighton General Hospital, Richard 
Henderson Owen Garbutt, L.R.C.P.&S.Ed., L.R.F.P.S., formerly of 
Newcastle upon Tyne, Northumberland, aged 87. 

Golding.—On November 19, 1959, at the Leazes Hospital, Newcastle upon 
Tyne, Francis Rosalie Golding (formerly Henegan), M.B., B.S., of 
“ Crossways,” Long Sutton, Langport, Somerset. 

Harrison.—On December 2, 1959, at 33, Shepherd’s Bush Green, London, 
W., William Liewellyn Aplin Harrison, M.C., M.R.C.S., L.R.C.P., 
aged 67. 

Hegarty.—On November 25, 1959, at his home, Langland, Luton, Beds, 
Bertie Mackenzie Hegarty, M.B., Ch.B., aged 55. 

Holt.—On November 22, 1959, in Bournemouth, Hants, John a, a. 
M.R.CS., L.R.C P., iate of Hull, and Cottingham, Yorks, aged 8 

Inglis.—On November 25, 1959, at the home of her daughter, 24, a 
Road, St. Andrews, Fife, Elizabeth Hamilton Inglis (formerly Forrest). 
M.B., Ch.B., of Garrion, 48, Buchanan Gardens, St. Andrews, and 
Trinity Gask, Auchterarder, 

Jenkins.—On November 26, 1959, at Yester Road, Chislehurst, Kent, 
Henry Hollis Jenkins, M.R.C.S., LACE. 

Moffat.—On November 22, 1959, at 21, Blinkbonny Crescent, Edinburgh, 
John Gay Moffat, MV D., aged 95, 

Mackay-Ross.—On November 24, 1959, at his home, 21, Cremorne Ri 
Chelsea, London, S.W., John Andrew Mackay-Ross, M.R.C.S., 
aged 61. 

Moore.—On November 26, 1959, at the Norfolk and Norwich Hospital, 
John Stephen Moore, F.RCS.Ed., D.PH.. of Fen, Irstead. 
Norwich, Norfolk, formerty of St. Austell, Cornwall, 

Moysthan.—On December 5, 1959, at Rushbrowke, oo Cork, Edward 
loseph Beere Moynihan, L.R.C.P.&S.1. and L.M., aged 76. 

Pemberton.—On December 3, 1959, at West Shore Hotel, Liandudno, 
George Benjamin Pemberton, M.B., F.R.C.S.Ed., D.P.H., formerly of 
New Mills. Derbys 

Waish.—On December 2, 1959, the result of a car accident, John Lovitt 
Walsh, M.B. B.S., D.P.H., D.1.H., Group Captain, R.A.F. 
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Any Questions ? 


We publish below a selection of those questions and 
answers which seem of general interest. It is regretted 
that it is not possible to supply answers to all questions 
submitted. 


Aspergillosis of Lung 
Q.—What is the most recent medical treatment for 
aspergillosis of the lung ? 


A.—The treatment of the bronchopulmonary conditions 
associated with aspergillus depends upon the role which 
the mould is playing in the individual case. There appear 
to be two main groups of cases. Those in the first, in 
which the aspergillus is almost saprophytic, growing in a 
preformed cavity or diseased tissue of some sort, show no 
hypersensitivity to the aspergillus, and its presence may 
add very little but an interesting radiological finding to the 
total clinical picture. This is the group of cases which is 
usually described as mycetoma or aspergilloma. Their 
treatment is to be judged entirely upon the general features 
of the case, and the presence of the aspergilloma may make 
no difference to the indications for treatment. 

In the other group of patients, who are usually asthmatics, 
the presence .of aspergillus is associated with transient 
pulmonary infiltrations with eosinophilia. Three possible 
lines of treatment present themselves for consideration: 
(1) A direct attack on the fungus in the bronchial tree by 
inhalations of fungicides, of which the most convenient is 
brilliant green in a 1: 10,000 solution. It seems very difficult 
to dislodge the fungus in this way, and in any case the 
spores of aspergillus are almost constantly present in the 
air and therefore reinfection of the hypersensitive individual 
readily occurs. (2) Attempts to desensitize the patients, who 
are invariably sensitive to aspergillus. This is difficult and 
uncertain. (3) The control of the reaction by the use of 
steroids. 

On the whole, treatment of this difficult group of cases 
is at present unsatisfactory. 


Toxic Effects of Pethidine 


Q.—What toxic effects could. be expected to follow large 
doses of pethidine when the respiratory depressant effect 
has been removed by nalorphine ? 


A.—Ordinary therapeutic doses of pethidine may cause 
dizziness, nausea, vomiting, and vertigo. These effects are 
more apt to occur in ambulatory patients, and will not be 
affected by nalorphine. Although large doses of pethidine 
depress respiration they also stimulate the central nervous 
system and produce tachycardia and hyper-irritability, with 
tremors and uncontrolled muscular movements leading to 
convulsions and death. This convulsant effect of the drug 
may mask the respiratory depression, and the presence of 
hyperactivity or convulsions in a patient who is known or 
suspected to have taken a large dose of pethidine should 
not be regarded as a contraindication to the administration 
of the antidote, nalorphine. 


Griffiths Scale 


Q.—What is the value of the Griffiths scale in ascertaining 
the 1.Q. of babies up to 2 years of age? Since the quotient 
obtained with it bears a relationship to physical normality 
as well as intelligence, is it not clinically unsound to look 
upon the result as a fair indication of intelligence ? 


A.—The - Griffiths scale is a developmental scale, which 
includes five sub-scales, each considered to measure a 
significant aspect of mental growth and development. 
A G.Q. (general quotient) may be derived. Physical handi- 
cap will affect performance on the sub-scales differentially. 
It is accepted in the clinical use of developmental scales 
that when there is significant dissociation in the sub-scales 


results no prediction of intellectual ability on the basis of 
an over-all quotient can be made. The major clinical 
use of such a scale is in the early identification of children 
with handicaps, which are shown by dissociations in develop- 
mental levels, and in the follow-up of handicapped children 
receiving treatment as in the case of phenylketonurics. The 
administration of a developmental scale is a technique which 
requires special practical training. 


Androgens and Coronary Infarction 


Q.—If it is true that oestrogens protect women of 
premenopausal age from coronary disease, is there any 
evidence that a small maintenance dose of androgens for 
impotence in a man of 52 who has had a coronary infarc- 
tion might increase the liability to a second infarction ? 


A.—The incidence of coronary artery disease in women is 
smaller than in men before, and roughly equal after, the 
menopause, and this has led to the suggestion that female 
sex hormones protect against atherogenesis, especially as 
bilateral oophorectomy is followed by an increase in athero- 
sclerosis: Attempts have been made to treat ischaemic 
heart disease with oestrogens in men, but have been 
unsuccessful owing to severe side-effects from the large doses 
required. Ocestrogens, however, do tend to correct the 
abnormal blood lipid pattern in subjects with ischgemic 
heart disease due to coronary atherosclerosis.?* By contrast, 
as might be expected, androgens tend to have the reverse 
effect.” 

It is therefore possible that a small regular dose of 
androgens would increase the liability to a further coronary 
occlusion in the subject mentioned by increasing blood 
cholesterol and the 8-lipoprotein fraction of the blood lipids. 
But many other factors must be considered: the level of 
the blood cholesterol, body weight, the presence of angina, 
the degree of physical activity, and the temperament and 
occupation of the patient. If he has a normal blood 
cholesterol, is normotensive, has had no episode or 
manifestation of ischaemic heart disease for seven years, 


.and is not overweight, then his prognosis for further 


infarction may be no worse than that of any male of similar 
age. It would be worth attempting to see whether the 
androgen in his case causes an elevation of serum cholesterol 
and £ lipoproteins, for, if so, the use of a diet low in anima! 
fats and high in vegetable fats might be considered if it is 
desired to continue the androgen. But it must be remembered 
that, although substitution of vegetable fat, such as corn 
oil or sunflower oil, for animal fat will lower blood 
cholesterol, there is no proof that such treatment prevents 
coronary occlusion, and the use of these diets is not 
generally advised unless the blood cholesterol is persistently 
raised.* Protection against further attacks may possibly be 
afforded by anticoagulants, but it is unlikely that these 
would be advisable if no ischaemic episode has occurred 
for seven years and if the patient is over the age of 60 years. 
REFERENCES 
1 We. J. H., jun., Dry, T. J., and Ed 
Barr, D. P., ibid.. 1953, 8, 641. 
Boyd. 


5 Oliver, M. F., and . G. S., Brit. Heart J., 1954, 16, 124. 
+ —— Brit. med. J., 1959, 1, 1107. 


, 1953, 7. 
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Hexamine Mandelate in Urinary Infection 


Q.—Is there any contraindication to giving hexamine 
mandelate (“‘ mandelamine”’) indefinitely to a woman who 
has recurrent urinary infection ? 


A.—There is no contraindication to the use of hexamine 
mandelate provided that renal function is normal and does 
not become impaired as a result of progressive pyelo- 
nephritis. If renal function is depressed, the hexamine 
mandelate may not be efficiently excreted, and further renal 
damage and acidosis may develop. The drug is only 
effective when the urinary pH is acid (below 5.5—red to 
methyl-red indicator). This degree of acidity may not be 
achieved in the presence of renal damage or of ammonia- 
forming organisms (proteus or pseudomonas) unless an 
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acidifying salt (ammonium chloride) is given. In many 
instances small doses of sulphonamides (particularly the new 
long-acting compounds) are more effective than hexamine 
mandelate and are more acceptable to the patient. 


Locating a Whistle 


Q.—My dog, aged 12, can hear my whistle perfectly well 
at 50 yards (46 m.), but has no idea of the direction from 
which the sound is coming. Does this condition occur in 
man, and if so what is the cause? 


A.—The usual prerequisite for accurate localization of 
sound is normal, or at least equal, hearing in both ears. 
The ability to localize sound in man disappears in cases 
of unilateral deafness, or sometimes in cases of bilateral 
deafness, when there is an appreciable difference in hearing 
between the two ears. Nor is the ability of deaf persons 
to localize sound improved with a standard monaural 
hearing-aid, but much work is being done at present on 
the value of binaural hearing-aids. The probability is that 
a dog at the age of 12 would have some deafness which is 
likely to be unequally distributed between the two ears. 


NOTES AND COMMENTS 


Prophylactic Antibiotics in Clean Surgery.—Dr. A. E. Francis 
(London, W.C.2) writes: In reply to the question (“ Any 
Questions ?"" November 28, p. 1197) whether there is any 
evidence that the incidence of post-operative wound sepsis is 
lessened if antibiotics (especially penicillin) are used prophylactic- 
ally in “clean surgery,” it is not sufficiently well known that 
prophylactic administration of antibiotics fails to lower the 
incidence of wound infection, almost guarantees that any infection 
which occurs is resistant to the drug used, and exposes the patient 
to extra risk from the antibiotics. There is ample sound evidence 
of this, and I should draw attention to the opening contribution 
of Professor F. Linder (Berlin) on penicillin in the discussion on 
the problem of the resistant organism and chemotherapeutic 
sensitivity in surgery, in the section of surgery of the Royal 
Society of Medicine on December 5, 1956,‘ to the reports on 
antibiotic prophylaxis by Pulaski,’ * and to the annotation “ The 
Leaking Umbrella "* among others. The benefits arising from 
the restriction of antibiotics are reported by Pulaski? and by C. M. 
Pickerill and H. P. Pickerill. Prophylactic antibiotics are no 
substitute for, and add nothing to, strict aseptic technique. 


REFERENCES 


' Linder, F., Proc. roy. Soc. Med., 1957, 53. 

® Pulaski, EB. J.. Sure. Gynec. Obstet., 1957, ies. 235. 

- ibid., 1959, 108, 385. 

* Lancet, 1959, 1, 242. 

* Pickerill. C. M., and Pickerill, H. P., Lancet, 1956, 2, 101 


Trichlorethylene and Adrenaline—Dr. A. R. HUNTER 
(Manchester) writes: The writer of the reply to a question on the 
use of pudendal block during trichlorethylene analgesia in labour 
(“ Any Questions ? * October 31, p. 898) makes the suggestion 
that lignocaine without adrenaline should be used for this purpose. 
The suggested dose of 200 to 250 mg. is undoubtedly safe, but the 
wisdom of using lignocaine without adrenaline in any circum- 
stances must always be doubtful. It has been shown elsewhere 
that the toxicity of lignocaine is twice that of procaine and that 
animal work implying that dilute solutions of the former agent are 
safer is in fact unlikely to be transferable to man.' On the other 
hand, those who used lignocaine first? * did find the drug to be 
about equaily toxic with procaine. It was not until later workers 
gave the drug without adrenaline that its dangers became apparent, 
and in commenting on cases of intoxication I suggested‘ that 
adrenaline produced more local vasoconstriction in the presence 
of lignocaine than in the presence of other local anaesthetic drugs. 
It was to this fact that the relatively much lower toxicity of 
solutions of lignocaine containing adrenaline could be ascribed. 
There was in fact some evidence to support this idea, though 
it was based on clinical impressions rather than on numerical 
scientific data. Local anaesthetic solutions are injected into 
patients under general anaesthesia for two purposes. First, they 
reduce the amount of general anaesthetic required and secondly 
they diminish the vascularity of the operative field. In the years 
from 1948 to 1955, I used at various times amethocaine 0.05 and 
0.1%, procaine 0.5 and 1%, hexylcaine 0.5%, and lignocaine 0.25 
and 0.5%. The stronger ‘solutions were used for the scalp and 
back in neurosurgical procedures, the weaker for infiltration of 
the operation area prior to thoracotomy or thoracoplasty. In the 


latter circumstances 0.25% lignocaine to which had been added 
1: 240,000 adrenaline gave results comparable to those obtained 
with adrenaline alone in the same concentration. The procaine 
and hexylcaine wounds were always a little more vascular than 
those into which lignocaine had been injected, while patients 
whose chest had been infiltrated with amethocaine occasionally 
developed a flush along the line of the incision in spite of 
1:240,000 adrenaline. (It is very interesting that McEvedy 
abandoned the use of amethocaine for abdominal surgery for this 
very reason.) In the neurosurgical cases, when 1:200,000 
adrenaline was used with the local anaesthetic solution, there was 
no doubt that by far the driest wounds were those infiltrated with 
lignocaine while the most vascular were those in which ametho- 
caine had been used. Indeed, so avascular were the lignocaine 
wounds that my surgical colleagues preferred to return to procaine 
lest wounds should be closed with some major vessel unsecured 
That their fears were not altogether groundless was shown by the 
fact that in one case there was a reactionary haemorrhage into the 
scalp. In another case the vasoconstriction was so intense and 
persistent that a scalp flap developed a small area of necrosis, 
though by ordinary standards its blood supply ought to have been 
wholly adequate. The vasoconstriction was less intense when 
1:400,000 adrenaline was substituted for the 1:200,000 solution 
previously used, but even with this the post-operative leakage under 
the flap from scalp vessels was undoubtedly greater witb ligno- 
caine, and, as has already been indicated, the use of this drug for 
this particular purpose has stopped. The greater importance of 
the vasoconstriction produced by adrenaline in the presence of 
lignocaine has been emphasized by two other experiences. First, 
it has been noted that in a vascular area like the scalp procaine 
needs to be used in a concentration of at least 1% with 1: 200,000 
adrenaline to produce total cutaneous anaesthesia in the fully 
conscious patient; 0.25% lignocaine with | :400,000 adrenaline is 
equally effective. Secondly, the great advantage of using ligno- 
caine instead of procaine in any circumstances is the longer 
period of anaesthesia cbtained. A tentative attempt was made to 
use lignocaine in 0.5% solution without adrenaline for abdominal 
surgery under local anaesthesia, and thus to ensure, in the days 
before hyaluronidase was available, the wider local diffusion of the 
drug. This was a failure in operations which lasted more than 
one hour because the effect of the drug wore off in approximately 
the same time as did 1% procaine. If the addition of adrenaline 
so greatly reduces the toxicity of lignocaine, and potentiates its 
local action so much more than that of other comparable agents, 
why omit it in pudendal block or in any other circumstances 
merely to eliminate a risk which in any case is of no practical 
importance ? 
REFERENCES 

' Hunter, A. R., Brit. J. Anaesth., 1951, 23, 153. 

2 Gordh, T., Anaesthesia, 1949, 4, 4. 

® Carnegie, D. M., and Hewer, A. J. H., Lancet. 1950, 2. 12. 
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Our Expert replies: Equally—since the dose recommended is 
safe and effective—why change it? It is “ of practical import- 
ance ”’ that the simultaneous administration of adrenaline has not 
yet been proved to be safe; and in obstetrics the likelihood of the 
mother breathing her “ trilene” while she is receiving injections 
is high. 


Collected Articles from the “ British Medical Journal ” 


The following books are available through booksellers or 
from the Publishing Manager, B.M.A. House. Prices, which 
include postage, are now the same for both inland and overseas. 

Refresher Course for General Practitioners, Volumes 2 and 3 
(26s. 9d. each). 

Clinical Pathology in General Practice (22s. 3d.). 

Any Questions ?, Volumes 2 and 3 (8s. 3d. each). 
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